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WHAT PUBLIC HEALTH NEEDS FROM PSYCHIATRY‘ 
HUGH R. LEAVELL, M.D., Dr. P. H.,? Camsrince, Mass. 


When people are asked these days what 
they “need” the replies are likely to cover a 
good deal of territory. Someone was fool- 
hardy enough to suggest as my title ““What 
Public Health Needs from Psychiatry” with 
perhaps the hope that the flood gates might 
not be opened. The needs are so many and 
the temptation so strong, however, that it is 
quite impossible to resist the opportunity 
here presented. We in public health value 
the work of psychiatry so highly that we want 
a much closer working relationship than now 
exists. Our first “need,” then, is this more 
intimate sort of teamwork. Both psychiatric 
and public health professional groups have 
been so busy doing the many urgent jobs 
right under their noses that the important 
business of developing this alliance has been 
rather neglected. Public health people must 
admit their full share of responsibility for 
this neglect. My pleased acceptance of your 
generous invitation to speak before you may, 
I hope, be taken as an index of our keen de- 
sire to relate our interests more closely. 

It may be taken for granted that a group 
of psychiatrists would quickly see through 
any fumbling attempt to gloss over the really 
difficult problems we must face. I shall try 
to be as frank as possible in this discussion, 
hoping that such an attitude may encourage 
some of you to tell us with equal candor 
“What Psychiatry Needs from Public 
Health” at some suitable occasion in the 
near future. No doubt there will be ample 
opportunity at such a time to point out de- 
ficiencies in public health, gigantic alongside 
those psychiatric shortcomings that may be 
mentioned here. 

Our second “need” is for better under- 
standing. To promote this, may we consider 
briefly the public health worker, his prob- 
lems and responsibilities, and the possible 


assets he may bring to mental health work. 


1 Read at the ro6th annual meeting of The Ameri- 
can Psychiatric Association, Detroit, Mich., May 
I-5, 1950. 

2 Professor of Public Health Practice, Harvard 
School of Public Health. 


Health officers are usually legally re- 
sponsible for the prevention of disease and 
maintenance of health within their com- 
munities. This responsibility is interpreted 
more broadly in some places than in others. 
It is probably fair to say, however, that no 
single individual in a given community has 
a greater degree of legal responsibility for 
its health than the health officer. If he is 
a man of broad vision and understanding, 
as he should be, such a charge cannot be 
taken lightly. He should feel it incumbent 
upon himself to know the community health 
needs as fully as anyone can, and to work 
for resources adequate to meet them. 
Though his own health department will cer- 
tainly not operate all the health services 
within the community, he should be aware 
of them all and of how they should func- 
tion together. 

The wise health officer will think of health 
as involving physical, mental, and social 
well-being. He will think, perhaps, of four 
major fields of health activity—the promo- 
tion of health, prevention of disease and 
injury, diagnosis and alleviation of disease 
and injury when they cannot be prevented, 
and rehabilitation of the survivors who can- 
not be cured promptly. Obviously many 
agencies in addition to those ordinarily classi- 
fied as health and medical contribute to health 
activity when we consider it so broadly. 

It may promote clear thinking to say at 
this point what we mean by “public health.” 
Winslow in 1920(1) stated probably the 
best definition describing public health as 
“the science and the art of preventing dis- 
ease, prolonging life, and promoting physi- 
cal and mental health and efficiency through 
organized community efforts for the sani- 
tation of the environment, the control of 
community infections, the education of the 
individual in the principles of personal 
hygiene, the organization of medical and 
nursing service for the early diagnosis and 
preventive treatment of disease, and the de- 
velopment of the social machinery which 
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will ensure to every individual in the com- 
munity a standard of living adequate for 
the maintenance of health.” There is full 
recognition here of the importance of mental 
health and of educating the individual in 
personal hygiene principles. Certain mental 
disorders might well be thought of as “com- 
munity infections,” which public health 
would attempt to control, under Winslow’s 
definition. 

Mustard(2) has provided the statement 
that “a health problem becomes a public 
health responsibility if or when it is of such 
a character or extent as to be amenable to 
solution only through systematized social 
action.” There is no doubt that the care of 
mental disease is recognized as a public prob- 
lem, though in many areas it is not adminis- 
tered by the official department of public 
health. As systematized social action is re- 
quired for its promotion, mental health is 
unquestionably a public health responsibility 
according to Mustard’s definition. 

Our definitions place mental health clearly 
within the public health picture. The picture 
is not a simple one, however. Only recently 
the National Conference on Cardio-vascular 
Diseases indicated that many areas in their 
field are amenable to public health action. 
Cancer control is another new direction in 
which public health work is pointing. Needs 
persist in other fields in which responsibility 
has been accepted for years, such as vital 
statistics, communicable disease control, ma- 
ternal and child health, and environmental 
sanitation. 

The health administrator faced by these 
important problems must plan to utilize the 
all-too-limited resources at his command to 
produce the best possible returns on the in- 
vestment of money and personnel. He will 
analyze the major health problems of his 
community in a series of steps such as the 
following : 

I. The extent and distribution of the 
problem and the influence of socio-economic 
factors will be stated as clearly as possible. 

2. The extent and limitations of knowl- 
edge available for controlling the problem 
will be examined. 


(a) Is there a relatively inexpensive 
and effective method of finding cases? He 


will have greater interest in a procedure 
that promises to find 95% of the cases 
and can be applied to 10,000 people than 
in one that has 99% efficiency but is so 
costly that not more than 100 people would 
be able to afford it. 

(b) Is there a ‘“‘specific” preventive 
measure that may be applied to the person, 
the environment, or the agent responsible 
for the problem? 

(c) Are there “‘specific” treatment mea- 
sures that will prevent further spread, re- 
duce complications and sequel, or shorten 
the period of illness? 

(d) Is rehabilitation likely to be ef- 
fective ? 

(e) How widely disseminated is the 
available knowledge? Is it known only 
to professional groups; are “key” people 
also aware of it; does even a large part 
of the general public have the infor- 
mation ? 

(f) What lines of research are likely 
to be most productive ? 


3. He will ask how the costs of a control 
program balance against the direct and indi- 
rect costs of no control? 

4. He will then try to estimate the prac- 
ticability and desirability of applying control 
measures in the light of the situation found. 


Are personnel, facilities, supplies, and 
transportation likely to be available? (The 
personnel problem is a very real obstacle 
in mental health programs, of course.) 
What is the likelihood of popular support? 
Is the community interested in the prob- 
lem and do they expect action? How long 
a period will be required to produce a sig- 
nificant change in the present situation? 

To what extent is improvement likely 
to be complete and permanent? 

Is there a legal requirement that service 
be rendered? 


After the various problems have been con- 
sidered by this sort of process, a system of 
priorities must be set up. If a large part of 
the available resources is expended on a 
program that produces little tangible result, 
the health officer, probably rightly, may be 
asked to move on somewhere else. Pressures 
come from many special fields, but the wise 
health officer must resist them somewhat 
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so as to have a program balanced to meet 
his own community’s needs and resources. 
He will want to include mental health when 
he understands it and knows approximately 
what can be expected in the way of returns 
on invested funds. 

Public health has a number of assets of 
real value that may contribute to the success 
of a mental health program. It is accustomed 
to dealing with problems involving masses 
of people and has some skill in health educa- 
tion methods needed to reach the public. Its 
present activities involve the individual all 
through his life from the prenatal period 
to the grave. Statistical evaluation of these 
activities is a customary procedure better de- 
veloped in public health than in most other 
branches of government. Certain ready- 
made groups, such as school children and 
industrial workers, are quite accustomed to 
receiving public health services. The public 
health nurse has ready access to the homes 
of families of all income levels in the neigh- 
borhood in which she works. Health de- 
partments have varying degrees of responsi- 
bility for medical care programs, with all tax- 
supported medical care administered by the 
health department in certain localities. There 
is an established tradition of working with 
other community agencies through health 
councils and similar planning bodies. Chan- 
nels to appropriating bodies are open and 
there is usually good contact with other gov- 
ernmental departments. 

As Lemkau(3) puts it, “This organiza- 
tion, this personnel, and these methods offer 
great opportunity to put mental hygiene to 
work in a scientific and effective way for 
the improvement of the mental health of 
the people.” 

Mental health has much in common with 
nutrition from the public health adminis- 
trator’s viewpoint. Everyone needs a cer- 
tain amount of information about each field 
to carry on his daily life most effectively. 
The broadly applicable knowledge should 
be universally available using all channels 
of popular education with special emphasis 
on the community schools. Rather more 
concentrated and precise help will be needed 
by a very considerable segment of the popu- 
lation in periods of stress and crises of vari- 
ous sorts. This can be provided, for nutri- 


tion or mental health according to the need, 
by those with general training—physicians, 
dentists, ministers, public health nurses, so- 
cial workers, teachers, and the like. Spe- 
cialists can provide inservice training and 
consultation to the general workers on cer- 
tain problem cases. A smaller group with 
threatened or actual disease will require indi- 
vidual consultation and treatment by spe- 
cialists in mental health or nutrition. Still 
smaller will be the group that needs hospi- 
talization. Perhaps we may dream of a time 
when hospital needs for mental cases will 
be so reduced by preventive measures di- 
rected at the general population as to be no 
larger than hospital facilities now required 
for severe nutritional disorders. This admin- 
istrative similarity between a mental health 
and a nutrition program is pointed out to 
illustrate the workings of the public health 
man’s mind. He wants to get the job done, 
and is likely to think of it as a problem in 
organization. 

What can be done to give public health 
people training to give them a better under- 
standing of the problems, procedures, and 
purposes of psychiatry? This lack of under- 
standing results from numerous factors, 
only a few of which can be mentioned now. 
Many professions contribute workers to pub- 
lic health including engineering, dentistry, 
veterinary medicine, education, and the like. 
These team members have usually had no 
contact whatever with psychiatry, though the 
health education group is acquainted with 
the psychological approach. Even the physi- 
cians, nurses, and medical social workers 
on the health team have had all too limited a 
contact with modern psychiatry. The psy- 
chiatrist, on the other hand, is likely to have 
a limited knowledge of public health unless 
he were graduated from one of the relatively 
few medical schools that give a good picture 
of public health practice, or unless he be 
one of the limited number who has worked 
with public health people following gradua- 
tion. We have important obstacles, then, in 
difference of educational background at the 
undergraduate level. 

Lemkau(3) has emphasized the limited 
training in mental health currently given 
in most graduate schools of public health. 
Probably most graduate and postgraduate 
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psychiatric training is not designed to give 
a very lucid picture of public health. 

An interesting and significant educational 
experiment was carried out in 1948. A group 
of psychiatrists and public health physicians 
were brought together for 3 weeks by the 
Commonwealth Fund to discuss common 
problems. Another objective was to discover 
how much of an idea of mental health could 
be given the public health men within such 
a short period. Smith(4) in discussing the 
experiment indicated that “the psychiatric 
attitude differs significantly tradi- 
tional public health attitudes” and said that 
“where dynamic psychiatry is permissive, 
public health is more apt to be instructive, 
didactic, sometimes even coercive.” There 
were no health educators in this group, else 
they would doubtless have objected rather 
strenuously. Those trained in modern edu- 
cational techniques and community organiza- 
tion have probably been criticized more for 
their “permissiveness” than for their at- 
tempts to coerce. The health officer who 
wears a revolver to enforce his demands is 
as anachronistic as the horse and buggy, 
though admittedly an occasional persistent 
and flagrant law-violator must be taken into 
court. Perhaps it would not be amiss to 
point out that the use of rather primitive 
types of physical restraints in psychiatry is 
not a matter of very ancient history. Even 
today Yale contributes locks to psychiatry 
as well as knowledge of growth and develop- 
ment and of the problems of alcoholism! 
Perhaps as we get to know each other better, 
the differences will turn out to be more super- 
ficial than they seem. 

Psychiatry can be of inestimable value 
in advancing the health of the public, and 
therefore public health has a deep concern 
in the contributions it can make. One of the 
major things which public health needs from 
psychiatry is that this value be made more 
“estimable.” We need more realistic state- 
ments of what preventive psychiatry and 
mental health can actually accomplish. A\l- 
ready we know that certain percentages of 
some types of mental illness may be cured 
or immeasurably improved. Estimates of 
money savings to the community by preven- 
tion of neurosyphilis, for example, are quite 
realistic. We need more examples of this 
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kind. Appropriating bodies with whom health 
officers deal often ask very searching ques- 
tions about what sort of financial returns 
may be expected from investment of funds 
in a proposed preventive program. When 
such questions are asked about mental health 
programs, what are the really scientifically 
verifiable answers that can be given? For 
the moment, it is possible to obtain certain 
appropriations on the basis of quotations of 
the numbers of beds occupied by mental 
patients, the numbers of alcoholics, criminals, 
delinquents, school children who fail in their 
work and so on. But certainly anyone must 
agree that information from controlled ex- 
periments carefully documented and _sta- 
tistically tested is woefully scanty. In all 
fairness, one must admit that controlled ex- 
perimentation in this field involves enormous 
difficulties, but perhaps they are not insur- 
mountable. 

Public health is in many respects a social 
science, even though it is closely related to 
the natural sciences through medicine and 
engineering. Psychiatry also must draw on 
both natural and social sciences, and is in a 
key position. We need your help in bringing 
these divergent fields more closely together 
as Lindemann is doing at Harvard with the 
aid of the School of Public Health, the Medi- 
cal School, the Department of Social Rela- 
tions, and the Graduate School of Education. 

Johnson(5) has said, “The health team 
cannot be a closed circle of in-facing initiates 
with backs to the outside world; rather, it 
must be an open circle. ready to welcome 
new workers and able to expand as new areas 
of useful cooperation are discovered.” Econ- 
omists, political scientists, sociologists, psy- 
chologists, cultural anthropologists, and edu- 
cators are among the social scientists who 
can make great contributions to the people’s 
health. Barriers created by unnecessary use 
of highly technical words need to be broken 
down, and common respect for the scientific 
method needs building up. 

Public health nursing has produced strong 
evidence of the value of working with the 
family as a unit in a generalized service 
in which a single nurse provides all types of 
home nursing care to families in a given 
neighborhood. In the words of Roberts(6), 
“The nurse is called into families to see a 
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given patient with a specific need, but pa- 
tients are members of families and their 
needs, both physical and emotional, are de- 
termined by and bound up in the family 
situation as a whole. All members play their 
part and to the nurse belongs the role of 
promoting the health potentialities of all.” 

Plant(7) also emphasizes the importance 
of the family and the social environment, 
“T have been very much disturbed over the 
development of the hyphenated adjective 
psycho-somatic. There is no question in my 
mind that this ought to be socio-psycho- 
somatic. In this area the public health nurse 
is perhaps the one who will make us all see 
that the other persons with whom the patient 
lives are as much a part of the picture as is 
the patient. One wonders for how long the 
psychiatrist will thunder at those who ‘treat’ 
the liver without considering the individual 
of which it is a part, only to go on ‘treating’ 
the patient miles away from his family, his 
school or his factory.” Public health needs 
the help of psychiatry in providing a broader 
type of family service. 

Public health needs to know how the men- 
tal health program can be integrated into the 
total community health program to best ad- 
vantage. Is it the kind of activity that should 
be carried on by governmental or voluntary 
agencies, or both? What is the place of the 
health department, and what contributions 
can the physicians, dentists, nurses, engi- 
neers, technicians, health educators, nutri- 
tionists, medical social workers, clerks, and 
so on make? What proportion of their time, 
presuming they are working on a generalized 
program, can logically be devoted to mental 
health? Is it sufficient for them to under- 
stand certain basic principles of psychology 
and interpersonal relationships and try to 
carry on all their work in accordance with 
these principles, hoping to detect deviations 
from normal behavior as early as possible 
so that treatment may be instituted at the 
most favorable time? (We need more re- 
liable evidence, by the way, that early treat- 
ment is really more effective than treatment 
begun when a case is further advanced. ) 

Mental hygiene societies have done a tre- 
mendous amount of good in various com- 
munities, working as voluntary agencies to 
develop community concern about the mani- 


fold problems needing solution. Public health 
workers would like to know how mental hy- 
giene societies feel they ought to fit into the 
structure of community organization. Can 
they work shoulder to shoulder with other 
groups of individuals dedicated to some other 
aspects of human welfare, which they may 
consider equally important? Can the mental 
hygiene groups join other health and welfare 
agencies in seeking joint financial support 
and can they enter wholeheartedly into com- 
munity planning activities? Is not the quality 
of being able to work within the structure 
of community organization a good index 
of practical mental health at the group level ? 

Various definitions of mental health make 
it appear so broad as practically to embrace 
the whole of human life. Public health peo- 
ple would like to have a clearer picture of 
just what psychiatrists believe is involved in 
a community mental health program, and 
what places there are in such a program 
for the psychiatrists themselves as well as for 
public health workers. If it is as broad a 
field as it seems, there are surely places in it 
for both groups, though neither could under- 
take, surely, responsibility for the whole of 
human existence. Everyone was much inter- 
ested, when at the international mental health 
congress held in London a year or so ago, it 
was decided that psychiatrists should not 
undertake to control world politics. The 
statement by the Committee on International 
Relationships of The American Psychiatric 
Association(8) made as “psychiatric public 
health officers” and presented as “an objec- 
tive medical document” makes extremely 
useful suggestions to promote world peace. 
The ideas are offered for what they may 
be worth in a complexity of international 
complexes. This is a refreshingly modest 
approach. 

Mental health assumes the proportions 
of a sort of religion in the minds of some. It 
is perhaps fair to ask if it has the motivating 
power that “other” religions have had on 
people—the power, for example, that has 
carried Christianity so far, or even that which 
Russian communism seems to exercise over 
its devotees. Certainly the world needs the 
strongest types of motivating influences at 
the present time. If the impression is given 
that mental health is all that is needed, and 
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if this turns out to be a wrong impression, 
irreparable damage will have been done. Is 
there not a place for a greater degree of hu- 
mility—at least until a good many more of 
the facts are in? 

Public health and psychiatry need better 
mutual understanding of each other’s prob- 
lems and techniques so that a more intimate 
teamwork can develop. This understanding 
must be fundamentally based on controlled 
experimentation to demonstrate what pre- 
ventive psychiatry and mental health can 
accomplish. We need help in our efforts to 
weld the social and natural sciences into a 
more effective tool for improving human 
well-being. We need assistance in our at- 
tempts to work with the family as a unit. 
We want to understand how best mental 
health should be integrated into the total 
community health program. 

I have tried to give a picture of what 
public health people are thinking about psy- 
chiatry and the questions in their minds 
about mental health. They are much inter- 
ested in the possibilities, not too well in- 
formed about the techniques, and frankly 
disturbed about how to take hold of this new 
tool for which such broad claims have been 
made. In the more advanced countries, at 
least, work in sanitation and communicable 
disease control has progressed to the point 


where the law of diminishing returns is mak- 
ing itself felt. Public health is becoming 
ready for new programs that can produce 
results when used against other problems 
more widespread and more difficult than 
those that have been partially overcome in 
recent decades. Will the most promising re- 
sults be in the field of controlling cancer or 
heart disease, or in mental health? In this 
discussion I have attempted to point up some 
of the hurdles we need to get over to work 
together more closely for the public good! 
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WHAT PSYCHIATRY NEEDS FROM PUBLIC HEALTH’ 
MILTON E. KIRKPATRICK, M.D.,? New Ortveans, La. 


Psychiatry needs many things from public 
health. Whether it is ready to adapt public 
health techniques and principles to the body 
of knowledge we call psychiatry I cannot 
say. We have made a beginning but little 
more. Other than to admit that mental ill 
health is our greatest public health problem, 
psychiatry has done little on a broad scale 
to help the average citizen live a happier and 
more fruitful life and virtually nothing to 
stop the ever-increasing flow of patients to 
our state hospitais and other institutions for 
the mentally ill. There are essential differ- 
ences between public health and psychiatry 
that are difficult to reconcile, and I am not 
sure that I shall be able to confine my re- 
marks solely to my part of the topic of our 
discussion. I will make a sincere attempt to 
avoid being critical or defensive, and I will 
point out similarities that exist and differ- 
ences that may or may not in time be subject 
to modification. 

In the beginning let us consider the person 
who goes into these respective medical spe- 
cialties. The psychiatrist, whether in private 
practice, in hospital or in clinic work, has 
developed his skills in order that he may 
be of service to a sick individual. It is his- 
torical that the practice of medicine rests 
upon the relationship between physician and 
patient and begins when the patient becomes 
sufficiently concerned about his health to 
make an approach to the physician on a con- 
tractual basis. Treatment is highly indi- 
vidualistic, is usually oriented to the present- 
ing problem, and the relationship terminates 
with recovery or death or by mutual consent. 
This relationship includes respect, depen- 
dence and, in fact, all the recognizable ele- 
ments of a positive and negative transfer- 
ence. It all adds up to the sick person’s de- 
sire and need for individual attention and 
the physician’s preparation to render such 
service for a stipulated fee. With a few pos- 
sible exceptions one does not pay a physician 
to keep him well. Here we encounter one 


1 Read at the 106th annual meeting of The Ameri- 
can Psychiatric Association, Detroit, Mich., May 
1950. 

2 Medical Director, Institute of Mental Hygiene 
of the City of New Orleans. 


of the major points that differentiate the 
psychiatrist from the public health officer. 
One works with groups, the other with indi- 
viduals ; one with a disease or disability, the 
other in the field of prevention. If the psy- 
chiatrist wished to work with groups of 
people he might have become a teacher, a 
clergyman, or a labor organizer, but then 
he might not have been a psychiatrist. I am 
not unmindful of the large number of physi- 
cians who choose to work in our mental 
hospitals, but I believe that aside from ad- 
ministrative detail treatment is largely in- 
dividualistic. 

I believe public health requires a rela- 
tively high concentration of attitudes that, 
taken all together, form what I will call a 
“spirit of public service,” a quality that may 
be an actual detriment to the psychiatrist. 
In public health the physician may be poorly 
paid and the subject of political domination 
and numerous other embarrassing situations. 
A parish health officer recently said to me, 
“A man must have vision to put up with 
the things I have tolerated in the past ten 
years. I sometimes wonder if it is worth it.” 
But he answered his own question. It was 
worth while, otherwise he would have gone 
elsewhere. I can discuss briefly the psychia- 
trist who becomes too subjective in his wish 
to help his fellow man by pointing out the 
fallacy of involving human beings in plans 
that are not of their own making. We must 
look closer at both public health and psy- 
chiatry in order to identify their common 
bonds and their respective areas of interest 
insofar as they relate to the individual 
patient. 

Psychiatry could learn from public health 
the value of the concept of prevention. It 
is better to prevent a disease than it is to 
cure it. “A most significant criterion of 
medical care of high quality is the degree of 
emphasis placed upon the prevention of 
disease. The unfortunate separation of pre- 
ventive and curative medicine—historically 
developed in the independent activities of 
Public Health officers and private prac- 
titioners—is incompatible with the highest 
standards of modern medicine”’(1). We 
should be interested in the patient with ty- 
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PUBLIC HEALTH 


phoid but concerned as well with the source 
of his infection and the person to whom he 
may transmit his illness. The difference be- 
tween the public health officer and the prac- 
titioner can be more apparent than real. 

Prevention further implies that we know 
what we wish to prevent and how it may be 
prevented. Unfortunately, psychiatry must 
depend upon further research before it can 
speak with conviction on the prevention of 
emotional maladjustment and mental ill 
health. I suspect more is known than is as- 
sembled. I even suspect that prevention 
could be more rewarding than treatment. I 
sometimes wonder if psychiatry is enmeshed 
in the coils of its own inferiority complex. 
We have identified mechanisms and utilized 
concepts as applied to a person, and I wonder 
if by chance we could elaborate on them so 
that they would be applicable to groups of 
persons. The ego consists of a series of 
learned patterns. Do we then have a col- 
lective ego? The super-ego represents the 
rules and regulations of society that the child 
learns. Do we then have a collective super- 
ego? Can it be modified by some type of 
mass approach to the problem of social be- 
havior? We know these questions can be 
answered in the affirmative and recent his- 
tory attests to the validity of the statement. 
Ask the social anthropologist. 

Psychiatry needs from public health an 
appreciation of the value of long-time plan- 
ning. We are confronted with an emergent 
situation involving the care of the mentally 
ill and the ambulatory patient not yet inca- 
pacitated. Prevention is largely in the vision- 
ary stage. Perhaps we can share the problem 
with the public health officer in the same 
manner in which we shared responsibility 
for our typhoid patient. If we will struc- 
ture a concept of positive mental health 
that can be taught, perhaps our combined 
efforts during the next 50 years will achieve 
some measurable results. Dr. William A. 
White once said, “‘Nothing gets to be measur- 
able until it passes through many interme- 
diate stages of development on the way, 
and the quicker we get to work on these 
intermediate stages the sooner the goal—if 
goal it be—will be reached”(2). The im- 
portance of the World Health Organization 
in relationship to long-time planning is ob- 
vious. It constitutes one of the most sig- 


nificant advances in the history of medicine. 
We should recognize the use public health 
has made of the “mass approach,” and I 
believe there is ample evidence available that 
should encourage psychiatry to relate its 
body of knowledge to groups. Psychiatry 
could well follow the example of public 
health and consider what can be done to 
reach people at the level of their living. 
Some use of psychiatry is being made in 
industry. What have we to contribute to 
labor relations, to race relations, to the 
understanding of the prejudice of the parent, 
to the teaching of tolerance to the child? 
We desperately need some way of implement- 
ing that which we already know. The term 
“public education’ has become a byword 
and is used as if in itself it possessed some 
magic. It is my belief that much that has 
been termed public education is not educa- 
tion at all but propaganda and poor propa- 
ganda at that. Instead of speaking vaguely 
and generally about the public we should 
concern ourselves with “publics similarly 
motivated.” Various publics similarly moti- 
vated might be “a trade union,” “a parent- 
teacher organization,” “The League of Wo- 
men Voters,” the parents of the children in 
the first grade of a public school, or all par- 
ents of first-born children. We have avail- 
able the valuable contributions of group 
therapy, and they may ultimately provide 
the basic structure of our approach. 
Psychiatry might properly concern itself 
with the concept of the social unit, the 
family, the community, or the state. The 
more widely an influence can be dispersed, 
the more deeply permeative it becomes in 
a cultural pattern. The etiological factors 
producing ill health frequently lie in the 
area of group relationships, and we can pro- 
ceed endlessly in our treatment of the indi- 
vidual without ever getting at the source of 
his contagion. I believe, furthermore, that 
we could profitably use the “screen tech- 
nique” developed in public health. We are 
interested in a positive program of mental 
health education that will provide the great- 
est benefit for the greatest number of 
people. But we should also identify groups 
who have the greatest need and relate our 
contribution to the total community effort. It 
is imperative that we use every professional 
group whose interest overlaps or coincides 
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with our own. I mean teachers, social work- 
ers, nurses, physicians, dentists, and even 
lawyers. If mental hygiene is everybody’s 
business, then we have an obligation to 
others who are eager to receive any help 
we can give them. 

Both public health and psychiatry have 
made use of auxiliary services from other 
professions. Psychiatry, nursing, social work, 
and psychology have been partners for many 
years. The pediatrician and the internist 
are becoming more and more cognizant of 
emotional problems in their practice. “The 
field of public health has always been noted 
for its ability to put to practical use the 
basic discoveries of the various sciences 
which have something to contribute to pub- 
lic welfare’’(3). Psychiatry can afford to 
do no less. If such is my belief, then I 
should venture a suggestion that we might 
profit from a closer relationship with ge- 
netics, social psychology, and anthropology, 
to name a few. I might add that public health 
has made significant use of nonprofessional 
personnel. At present professional organiza- 
tions related to psychiatry are much preoccu- 
pied with the establishment and maintenance 
of standards. Psychiatric groups themselves 
are involved—I sometimes think unduly 
involved—in this problem. In our relation- 
ships with both professional and nonprofes- 
sional groups we should studiously avoid the 
implication that we know all the answers 
but that the sharing process is hardly worth 
while. Public health established the pattern 
and practice of inservice training that psy- 
chiatry has found useful. More needs to be 
done with auxiliary groups. 

Psychiatry needs from public health the 
willingness to continually evaluate its pro- 
gram. Except within rather narrow and well- 
defined limits this is not done. Both are in- 
fants in the family of medical specialties, 
and certainly neither is guilty of making 
claims that might necessitate a retraction. 
A pooling of our resources could make 
evaluation easier, and in my opinion this is 
a necessary move if program evaluation is 
to be effectively accomplished. 

Although not exactly germane to the title 
of this paper, I wish to venture the opinion 
that there are 3 possibilities. Psychiatry can 
become public health minded and embark 
on a nation-wide program of mental health 


education. This I regard as unlikely and 
perhaps unwise. Psychiatry can negotiate a 
“lend-lease treaty” with public health. If 
we can agree on what can be taught and how 
it can be taught, is not public health in a 
strategic position to implement the job? We 
could develop a new specialty, a new profes- 
sional person called a mental health educa- 
tor. The primary requirement would be that 
a person wished to work in the field of edu- 
cation and with groups of people. He would 
draw from all the social sciences as well 
as from medicine. I shudder at even the 
thought of organizing a curriculum for his 
preparation. It is customary for a democracy 
to organize a new agency to meet a new 
need. Why so much resistance to adapting 
one already in existence I do not claim to 
understand. If we who are already in the 
field do not become more alert to our re- 
sponsibilities for mental health education 
then some one is going to come in and do 
it for us. Psychiatry has in many ways par- 
ticipated in the creation of the demands that 
now exist for its services, and at this point 
there is no turning back. We now face the 
responsibility of making mental health edu- 
cation on a wide scale our contribution to 
public health. 

In summary, psychiatry needs from public 
health (1) a spirit of public service without 
which the area of our activities becomes con- 
stricted; (2) a program of prevention based 
on our knowledge of the causes of mental ill 
health; (3) a greater awareness of the sig- 
nificance of long-time planning; (4) an ap- 
preciation of the value of a mass approach 
to our problem; (5) an increased interest in 
the value of working with a social unit such 
as a family or a community ; (6) more under- 
standing of what is involved in the trans- 
mission of pathological attitudes; (7) a ca- 
pacity to make use of homogeneous, organ- 
ized groups; (8) a broader use of auxiliary 
services; and (Q) an interest in continually 
evaluating its program. 
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PSYCHIATRY IN PUBLIC HEALTH * 


ALAN GREGG, M.D., New York, N. Y. 


Usually the task of presenting just one 
subject from only one point of view de- 
mands all the ability that I possess. Today 
the task is to present two fields of study, 
not from one point of view but in terms of 
each other. What public health and psy- 
chiatry need, each from the other: a com- 
plicated assignment for Dr. Leavell, Dr. 
Kirkpatrick, and me. To describe the needs 
each field may have for the other reminds 
me of the remark, ‘‘You never know the 
true inwardness of anybody else’s marriage 
but your own; in fact, you’re doing very well 
if you know one-half the truth about your 
own.” 

Public health can describe what it con- 
sciously needs from psychiatry (or what it 
thinks is psychiatry) but public health can- 
not explain the needs it has, but of which 
it is not aware. And then the tables can be 
turned; psychiatry can expose its need of 
the field of public health as best it knows 
how. But who will tell each side what it 
needs but doesn’t realize it needs? And how 
to know what the other field has to give in 
abundance or in perfection unless one is 
familiar with the other field ? 

Now most human beings thus far en- 
countered by your present speaker have ap- 
peared to be rather touchy when obliged to 
listen to a discussion of things they needed 
but didn’t know they needed. In such mat- 
ters we may well realize, therefore, that we 
are on rather thin and brittle ice. Add to 
that essential difficulty the fact that most 
psychiatrists and public health men think, 
and sometimes even talk, of each other’s 
fields without knowledge that is either inti- 
mate, recent, or comprehensive. If or when 
they get to talking out loud, then what they 
understand each other to have said is not 
usually what really was said. It is just more 
important—that’s all. 

The case is clear enough by now that 
the major need in both camps is for closer 
association each with the other. But there 


1 Read at the 106th annual meeting of The Ameri- ° 


can Psychiatric Association, Detroit, Mich., May 
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were very few concrete suggestions as to 
how, when, and where public health men 
could come into closer touch with psychia- 
trists, and vice versa. The establishment of 
better relations deserves further attention. 
When, where, and for what purpose can 
they be brought together? The problem 
merits exploration and experimental projects 
formulated by both sides. 

If one of my more outlandish dreams 
were ever to come true, namely, that I year 
in every 5 the system of “credit hours” be 
enforced on the faculty members instead of 
on the students, then all teachers of psy- 
chiatry and public health would be given 2 
credits per semester for attending each 
other’s lectures 3 clock hours per week. At 
present the gap between public health and 
psychiatry is only one of several instances of 
medical school professors never extending 
their own range of interests but urging the 
students to integrate all the different sub- 
jects. This professorial behavior may be 
described as intermediate between exhorta- 
tion and hypocrisy. For the teachers give 
not one hour of example in a whole semester 
of precept. I think the reason that the word 
integration has begun to wear out and even 
to annoy some of us is that it illustrates 
just so much lip service to a good idea; urg- 
ing students to integrate is not deliberate 
cant, but it exemplifies the careless insin- 
cerity with which we salve our consciences 
with words. 

As the main conclusion from these two 
papers, then, I would list the need for closer 
relations between psychiatrists and public 
health men. If mental health can be regarded 
even occasionally as a part of public health, 
then the logic of good administrative organi- 
zation will call for closer relations between 
psychiatry and public health. They could 
start working together on their common 
interest in the family and the social environ- 
ment. Indeed, I found the quotation from 
Dr. James Plant quite worth repetition and 
further reflection. Dr. Plant said, “I have 
been very much disturbed over the develop- 
ment of the hyphenated adjective psycho- 
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somatic. There is no question in my mind 
that this ought to be socio-psycho-somatic.” 
Well, if one gets to thinking about the role 
of the psyche in relating the soma to society, 
the possibility presents itself that socio- 
somatic would be a stimulating abbreviation 
for socio-psycho-somatic. Indeed, if it is 
socio-somatic, why couldn’t psychiatry and 
public health learn much from sociology, as 
Dr. Kirkpatrick suggests? 

Dr. Leavell’s list of steps likely to be 
taken by the health administrator in ‘order 
to find out whether and how much he wants 
to use of money, personnel, and effort in any 
given field is admirable. It deserves the self- 
interested attention of those who plan to 
bring programs of mental hygiene in work- 
ing relations with public health administra- 
tors. I am almost sure that a good empirical 
rule could be devised to discover a relatively 
inexpensive and effective method of case 
finding. Certainly Dr. Leavell clearly out- 
lines a problem of paramount interest to 
psychiatrists as well as public health men 
when he speaks of a “greater interest in a 
procedure that promises to find 95% of the 
cases but can be applied to 10,000 people than 
in one that has 99% efficiency but is so 
costly that not more than 100 people would 
be able to afford it.” 

Public health men know the etiology of 
a good many diseases with precision and 
certainty. Much of their success has come 
directly or indirectly from such knowledge 
of etiology. Now psychiatrists can lay no 
parallel claim to a knowledge of the causes 
of schizophrenia and of manic-depressive 
insanity. Therefore, psychiatrists face their 
tasks with a frequently different point of 
view from that of public health men. Per- 
haps in this point lies the most serious and 
most elusive of the obstacles to closer work- 
ing relations between the 2 groups. Because 
of their scant knowledge of etiologies, I 
would think it particularly desirable for 
psychiatrists to do all they can to master the 
statistical methods and the ability of public 
health men to think of, and accurately record, 
disease as it affects the entire population of 
an area. Without such technical competence 
(which could be involved right now in getting 
an accurate picture of the incidence of men- 
tal deficiency, disorder, and disease) the 


psychiatrists of 1970 will have a hard time 
showing what has been the progress in psy- 
chiatry since 1950. The psychiatrist owes 
it to his field and to himself to get as exact 
and extensive a record as is possible for this 
decade of 1950-60. But most important con- 
sideration of all, without such a record the 
task of finding the etiologies for many forms 
of mental disease will remain unnecessarily 
difficult, and the defense of putting money 
into research, teaching, and application of 
psychiatry will lack the testimony of ex- 
perience. This is an example of Dr. Kirk- 
patrick’s wise statement that psychiatry needs 
to appreciate the value of long-term planning. 

One circumstance, true of both public 
health and psychiatry, makes me unwilling 
to be overcritical of the ways of either field. 
Both public health and psychiatry are now 
being held responsible for considerably more 
than they were 25 years ago. They have 
become overloaded rather abruptly. Public 
health has been given many of the problems 
related to the cost and distribution of medical 
care, including such onus as is attached to 
association with socialized medicine. Psy- 
chiatrists have been expected to add to their 
traditional duties the management of a wide 
variety of emotional disturbances and psy- 
chosomatic illnesses and steadily closer col- 
laboration with psychologists, as well as find- 
ing a modus vivendi with a group whose sig- 
nificance was injudiciously underestimated 
some 40 years ago. In surveying the lack 
of close collaboration between psychiatry and 
public health, we might therefore remember 
that if we say, “Why don’t you girls visit 
each other more? You could help each other 
so much,” we may be told with more truth 
than ceremony that each has had twins re- 
cently and has no time to go visiting. 

Dr. Kirkpatrick suspects, and as I think 
shrewdly suspects, that mental health educa- 
tion is likely to be taken away from the psy- 
chiatrists unless they wake up to their re- 
sponsibilities. This surmise relates to a dif- 
ference between public health and psychiatry 
that escapes all but those who have an un- 
usually keen sense of the obvious, namely, 
that public health men spend most of their 
time and effort with those who are well, and 
psychiatrists spend most of their time and 
effort with those who are sick. The most 
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serious resultant limitation of the psychia- 
trist is that he usually is not understood by 
those he sees so little of—namely, the public 
made up of healthy people. Indeed, the psy- 
chiatrist is so continually closeted with the 
sick that he forgets how to make himself 
understood by the well. For example, the 
psychiatrists are in the main somewhat out 
of touch in failing to observe that mental 
hygiene is a poor name for what is referred 
to. This is because the word “mental” con- 
veys to most well people a lot of anxiety for 
it connotes disease, disorder, or defect of 
the very abilities that assure anyone a re- 
spectable status among other human beings. 
For example, the words “mental home.” 
They do not connote a place where you are at 
home intellectually. Mental hygiene scares 
away more by the word “mental” than it 
reassures by the word “hygiene.” What 
you are talking about most of the time under 
the uphappy title of mental hygiene is skill 
in living. 

But that particular phrase is not the point. 
The point is that what the public under- 
stands you to have said is more important 
that what you said. The healthy happy-go- 
lucky public is not sick enough to pay close 
attention to what the doctor says: if the doc- 
tor can’t be simple, interesting, and compre- 
hensive, the public won’t understand—they 
won’t even listen. Public health men realize 
this. Psychiatrists are so accustomed to 
dealing with an attentive listener whom ill- 
ness forces to be attentive that they have no 
knowledge of how to interest a group of 
healthy and critical skeptics. For the ad- 
vancement of public understanding of the 
goals of mental hygiene, I think it would 
be well for the psychiatrists to learn what 
they can from the public health educators. 

The fact is that both psychiatry and public 
health are involved in the huge change that 
is coming over medicine. A profession re- 
cruited and trained to meet the demand for 
medical care is now confronted with the 
idea that it should meet the need for medi- 
cal care. What is the difference between the 
need for medical care and the demand for 
it? Well, if a working woman comes home 
to find her 6-year-old with a high fever, a 
stiff neck, and with a story from the neigh- 
bor of having vomited 3 times but now being 


almost impossible to awaken—there is an ex- 
ample of the need for medical care. If the 
mother calls a doctor or gets the child into 
a hospital, then we have a demand for medi- 
cal care. Not until then does the need for 
medical care become converted into the de- 
mand for it. I do not suppose that any medi- 
cal audience would be expected to argue that 
the need is not larger than the demand: but 
I doubt if even we realize how much larger 
it is. And I am sure that our medical schools 
are still slow to realize that it is the physician 
of 1960 and ’7o and ’8o they are training. 
Every indication points to a wider spread 
by then of both the benefits of medical care 
and its cost. I do not believe that the major 
difficulty in American medical education to- 
day is the lack of money, serious as that is. 
It is rather evasiveness or indecision regard- 
ing the present educational policy, and this 
at the very time when medicine is beginning 
to be asked to meet the need for medical 
services whether preventive, curative, or in 
the excellent field of rehabilitation. If the 
task of medicine becomes that of meeting 
the need for medical care, then the questions 
of the number, special training, and dis- 
tribution of doctors hitherto appropriate for 
meeting the mere demand for medical care 
will call for a great deal of study. In other 
words, the financial strain resulting from 
dwindled endowment income and reduced 
purchasing power is the recognized diffi- 
culty in our medical schools. But I suspect 
the larger question is not yet clear in our 
minds: how much of the need for medical 
care do we wish to meet—or are we pre- 
pared to? 

One of the interesting things to watch if 
public health personnel were to consort with 
psychiatrists would be this: the psychiatrists, 
after spending most of the 19thcentury in sal- 
aried positions in charitable or tax-supported 
institutions, are in the middle of the 2oth 
century going more and more into private 
practice ; how will they get along with public 
health men who are headed so generally in 
the opposite direction? 

Perhaps you expected that I would sum- 
marize what seems to me to be the most 
important of what Dr. Leavell expresses as 
the needs of public health for psychiatry and 
of what Dr. Kirkpatrick feels are the needs 
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of psychiatry for what public health offers. 
I would prefer you to follow stage one of 
the Hippocratic procedure, become familiar 
with the material at hand. The thing to do 
is to get thoroughly familiar, as psychia- 
trists, with some public health men. From 
that experience you will get more conviction 
and more insight and a better list of ques- 
tions to ask yourselves than in any other way. 

But to do this will not be easy. You will 
have to get familiar with a new terminol- 
ogy—or jargon. You will encounter large 
numbers of unfamiliar and seemingly useless 
facts and, still more irritating, points of 
view and value judgments that challenge a 
good many of your convictions. It is re- 
markable how irritating to a grown person 


is the combination of an unfamiliar termi- 
nology, new facts, and a challenge to his 
usual values. Most adults writhe or wither 
under more than an hour of it. But from 
birth to late adolescence there is one or more 
of these irritants daily—almost hourly—in 
the life of every growing child. Is this ex- 
perience what we mean by “growing up’? 
The probable solution for you is patience 
and tenacity in getting all of another point 
of view—the jargon, the facts, and the value 
judgments—a perfectly definite and feasible 
activity which—if I may add a drop of 
Tabasco—few of you will have the pioneer- 
ing curiosity to undertake . . . . the young 
and those who prefer growing up to grow- 
ing old. 
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LETTER FROM GERMANY 


SYSTEMATIC PSYCHIATRY 
KURT SCHNEIDER, M.D.,! HEIDELBERG, GERMANY 


To your friendly request for another let- 
ter from Germany I should like to reply 
by giving you a bit of my own psychiatric 
thinking. This will be no casual view but a 
major one that represents in brief form what 
is fundamental in my conception of psy- 
chiatry. 

One must have two points clearly in mind: 
There are mental abnormalities that are 
either simply abnormal characteristics of the 
mental life or the consequences of illness or 
developmental defects. In the second group 
the usual diagnostic terminology, which is 
partly somatologic and partly psychologic, 
is therefore a twofold diagnosis. These two 
points suggest the following scheme of a 
systematic psychiatry : 


and dementia on the other there is no other 
way to express empirically the relationship 
between the two observations than as dual- 
istic and indeed as a causal-dualistic rela- 
tionship. 

In group 1 physical causes or their corre- 
lates can also be assumed, but these would 
have to be regarded as morphological or 
functional variations and not as illness; and 
strictly not otherwise than the physical fea- 
tures corresponding with normal mental life. 
In order to avoid confusing these conditions 
with illness we have not shown group I as 
corresponding to group 2; particularly we 
have not placed three question marks on the 
left side in the list. At any rate the diagnosis 
is twofold only in group 2. 


1. ABNORMAL VARIETIES OF SANE MENTAL LIFE 


Abnormal Intellectual Capacity 
Abnormal (Psychopathic) Personality 
Abnormal Reactions to Emotional Impressions 


2. RESULTs OF ILLNESS AND DEVELOPMENTAL DEFECTS 


Somatologic (Etiologic) Group 


Intoxications 
Paresis 

Other Infections 

Other Somatic Illnesses 
Abnormal Brain Development 
Brain Injuries 

Cerebral Arterio-Sclerosis 
Senile Brain Diseases 

Other Brain Diseases 
Genuine Epilepsy 

> 


Psychologic (Symptomologic) Group 


Acute: Clouding of consciousness 


+ Chronic: Personality deterioration (congenital : 
arrested personality development) and dementia 


Cyclothymia 


? Schizophrenia 


With this point of view we are based 
on an empirical dualism but without under- 
taking a metaphysical discussion of the 
body-mind relationship. There is no other 
way to give expression to psychiatric ex- 
periences. For example, in the presence of 
the brain changes of paresis on the one hand 


1 Director of the Psychiatric and Neurological 
Clinic, University of Heidelberg. 
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By no means all and indeed only a small 
number of conditions of mental enfeeblement 
belong in group I, and they are mainly not 
the cases of severe congenital feebleminded- 
ness. Most of the severe cases are the re- 
sults of illnesses such as infections or brain 
injuries and therefore psychopathologically 
belong in group 2 with the arrested person- 
ality development and the dementias. By 
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“abnormal intellectual capacity” in group I 
we mean to indicate mental deficiency as a 
simple variation of the rational endowment 
such as naturally occurs. 

In place of “abnormal personalities” we 
may also speak of “psychopathic personali- 
ties.” The abnormal instinctive drives are to 
be included here. Also the addictions, which 
are always expressive of abnormal person- 
alities and reactions to experience, are to be 
classed in group 1. Their psychotic conse- 
quences belong naturally under the intoxica- 
tions. To the “abnormal reactions to emo- 
tional impressions” belong everything that 
would otherwise be called neuroses, includ- 
ing the psychogenic physical disorders. 

The psychic symptoms corresponding to 
the group of diagnoses from intoxications to 
genuine epilepsy are nonspecific as is well 
known. The most diverse etiologies can pro- 
duce identical pictures even including those 
shown in the right-hand column. While 
genuine epilepsy is not an illness with recog- 
nized etiology it may be regarded psycho- 
logically as an illness and with somatic 
etiology. 

In the somatic group of the left-hand 
column we have placed a question mark 
opposite the psychological conditions, cyclo- 
thymia (manic-depressive psychoses) and 
schizophrenia. This does not mean that we 
recognize the physical causes of these forms 
in the sense of unitary illnesses; at least in 
schizophrenia is this quite unthinkable. Be- 
tween cyclothymia and schizophrenia there 
are intermediate forms, but we do not rec- 
ognize such forms between schizophrenia 
and cyclothymia on the one hand and ab- 
normal personalities and reactions to ex- 
perience on the other hand. 

Like all systems ours resembles a tree 
with leafless branches. The words of Byron 
are pertinent: The tree of knowledge is 
not that of life. To clothe these branches 
with living foliage cannot here be undertaken. 
The living pictures often show very com- 
plicated development and often can only 
be indicated by multidimensional diagnosis 
(Kretschmer) or structure-analysis (Birn- 
baum). This applies also to the infrequent 
psychoses accompanying etiologically recog- 


nizable acute and chronic illnesses that do 
not fall under clouding of consciousness, per- 
sonality deterioration, and dementia. 

Our presentation will in some features 
appear dogmatic, since it is not possible in 
the limited space to supply all the evidence. 
In this connection our conception of illness 
is particularly pertinent: we restrict the 
term “pathological mental disturbance” to 
such as is determined by illness in the strictly 
medical sense (or by developmental defects). 
Accordingly we speak of “illness” and “path- 
ological” and “psychosis” only in group 2. 
The question of the relationship and transi- 
tional forms between group I and group 2 
would naturally require more extended dis- 
cussion ; likewise our well-grounded postu- 
late that disease processes (that is, bodily dis- 
eases) underlie both schizophrenia and cyclo- 
thymia. All these matters are fully discussed 
in our book, “Clinical Psychopathology,” 
third edition, of the “Contributions to Psy- 
chiatry” (Thieme, Stuttgart, 1950). 

I am quite aware that in the United States 
a conceptual psychiatry is generally vigor- 
ously rejected as something useless and 
outdated. It is my opinion, however, that 
the psychiatrist who assigns chief importance 
to fluency and dynamics must also ask him- 
self what it is that is going on, what is there 
developing into what. Likewise if one seeks 
to explain or in any way deal with the ab- 
normal psychic state by referring to the 
“unconscious” one must know what one is 
seeking to explain and what one is dealing 
with. For these purposes a conceptual view- 
point of momentary phenomena is necessary, 
if one is not to find himself in a diag- 
nostic confusion and consequently therapeutic 
blindness. 

Moreover, I take it for granted that if 
one awaits a letter from a foreign land one 
does not wish merely an echo of his own 
opinions but rather is glad to know what his 
distant colleagues are thinking and doing. I 
assume that it will be well known that a con- 
ceptual descriptive psychiatry exists in Ger- 
many, as I pointed out in my letter last year 
dealing with the various psychiatric trends 
in Germany. 


|| 
r 
d 
iS 
re 
is i 
all 
ent 
not 
d- 
re- 
ain 
ally 
on- 
By 


EXAMINATION OF THE ACCUSED IN MASSACHUSETTS (1921-1949) 
PETER B. HAGOPIAN, M.D.,' Boston, Mass. 


A review of previous literature would 
indicate that prior to the passage of the 
Briggs law(1)—section 100A, chapter 123 
of the General Laws of Massachusetts—the 
procedure employed in ascertaining the men- 
tal status of persons accused of crime was 
ineffective, time-consuming, and cumbersome 
to say the least. Mental symptoms of certain 
cases were so obvious and manifest that they 
were readily recognized and accepted. How- 
ever, there were a great many borderline 
cases(2-4) in which the services of well- 
qualified psychiatrists were retained. Even 
though sincere in their opinions, each expert 
tended to testify in favor of his side. The 
attorneys for the prosecution and defense 
made certain to engage equally well-known 
psychiatrists whose opinions neutralized each 
other’s statements and interpretation of the 
findings. ‘The climax was the spectacle 
in a Massaschusetts court of an alienist, at 
one time president of one of our medical 
societies, appearing for the plaintiff in a 
case, and later in the same court appearing 
against this plaintiff and for the defendant.” 
The result of diametrically opposite opinions 
was threefold: (1) it had a demoralizing 
effect upon the medical testimony, (2) the 
jury disregarded all the medical evidence, 
(3) a jury, composed of laymen, judged and 
decided upon the mental status of the ac- 
cused. 

Impartial examinations of the accused and 
impartial opinions of the alienists were badly 
needed. This idea was conceived by L. Vernon 
sriggs, who, after many years of consulta- 
tions with the prominent members of the 
medical and the legal professions, succeeded 
in having the following bill? passed in 1921. 

Whenever a person is indicted by a grand jury 
for a capital offense or whenever a person who is 
known to have been indicted for any other offense 
more than once or to have been previously con- 
victed of a felony, is indicted by a grand jury or 


bound over for trial in the superior court, the clerk 
of the court in which the indictment is returned, 


or the clerk of the district court or the trial justice, 
as the case may be, shall give notice to the depart- 
ment of mental diseases, and the department shall 
cause such person to be examined with a view to 
determine his mental condition and the existence 
of any mental disease or defect which would affect 
his criminal responsibility. The department shall 
file a report of its investigation with the clerk of 
the court in which the trial is to be held, and the 
report shall be accessible to the court, the district 
attorney and to the attorney for the accused, and 
shall be admissible as evidence of the mental con- 
dition of the accused. (Approved May 20, 1921.) 


Two years later, in 1923, it was realized 
that the clerks of the courts were not re- 
porting to the department all the cases that 
came under the law. In 1925 an amend- 
ment * was passed, imposing a $50.00 fine 
upon the clerk of the court or the trial justice 
in not reporting these cases. This punitive 
amendment did not serve its purpose be- 
cause the clerks of the court excused them- 
selves on the ground that they did not know 
the previous records of the accused. Finally 
in 1927, this law was further amended * by 
placing the primary responsibility of report- 
ing cases under this law upon the probation 
officers, as the Probation Department had 
centralized criminal records of court cases 
in Massachusetts. 


Fee for Examination 


Even though the law became effective 
in I92I, no appropriation was made for 
the examination fee. A group of prominent 
alienists, whose testimony had always been 
scientific and respected, volunteered to ex- 
amine, without fees, the cases reported under 
this law. In 1923, after 2 years of free 
examinations, an amendment was passed, 
allowing 4 dollars for each of the examiners, 
plus 20 cents for each mile traveled one way, 
on the same basis as was paid physicians 
for certifying the usual cases for com- 
mitment to mental hospitals. According to 
Chapter 194, Acts of 1947, there was an 


1Assistant Commissioner, Massachusetts Depart- 
ment of Mental Health. 
2 Chapter 415, Acts of 1921. 
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3 Chapter 169, Acts of 1925. 
* Chapter 59, Acts of 1927. 
5 Chapter 331, Acts of 1923. 
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increase in the fee for each physician for 
making an authorized mental examination 
and for making a written report thereon 
to the court, from 4 dollars to 7 dollars. 


(the number of examinations for the year 
1930 was not listed). There has been some 
fluctuation in the number of annual exami- 
nations, as is indicated in Table 1: 


TABLE 1 
NUMBER OF EXAMINATIONS ANNUALLY 
Number Number 
Year Examined Year Examined 
1921 to aka 725 
685 


Twenty cents for each mile traveled one way 
remained unchanged. 


Selection of the Examiners 


The law authorizes(5) the Department of 
Mental Health (the title of the Department 
changed from Department of Mental Dis- 
eases to Department of Mental Health in 
1938 °) to cause the mental examination of 
the accused person. The Department has a 
list of the qualified psychiatrists in the state. 
When the name of the accused person is 
received by the Department from the clerk 
of the court, the Department assigns the 
psychiatrists to make the examination. The 
psychiatrists who are nearest to the court 
where the trial is to be held are usually 
designated to make the examination. These 
psychiatrists may be in private practice or 
superintendents of state or private mental 
hospitals. They make a written report of 
their findings on special forms’ provided 
by the Department. This written report is 
sent to the Department in duplicate. The 
Department peruses the reports and approves 
the bills for fees. The original report is for- 
warded to the court that made the initial 
request for the examination and the bills 
are forwarded to the county treasurer. 


Statistics 


Between 1921 and June 30, 1949 more 
than 13,140 such examinations(6) were made 


6 Section 1, Chapter 486, Acts of 1938. 
7,... D.M.H.o1. 


It is interesting to note that there were 
only 217 examinations in 1943. Investigation 
revealed that there were 147,350 cases(7) 
before the courts in 1943 as compared to 
215,934 cases in 1948. Perhaps the main 
reason for the decrease was immense military 
mobilization of men in 1943. 

There are a few instances, mostly owing to 
unavoidable legal procedure, where cases 
were referred by the Courts and examina- 
tions could not be made: (1) The accused 
person may be released on bail and is diffi- 
cult to locate. (2) The sentence may have 
been imposed before the examination could 
be made. (3) Some of the cases may be 
bound over by the lower court for action 
by the grand jury—not technically indicted. 
(4) In rare instances, the accused may re- 
fuse the examination. 

For more detailed study, the number of 
cases examined each month for the fiscal 
year July 1, 1948-June 30, 1949 is shown 
in Table 2. 


Offenses of the Accused 


The clerk of the court, when he reports 
to the Department, usually gives the head- 
ing of the offense with which the accused is 
charged. The crimes are either against them- 
selves or against the society in which the 
accused lives. 

For the fiscal year July 1, 1948, to June 30, 
1949, there were 488 examinations. The anal- 
ysis of these cases is indicated in Table 3. 
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TABLE 2 
NuMBER OF EXAMINATIONS EACH MONTH IN 1948-1949 
Month July Aug. Sept. Oct. Nov. Dec. Jan. Feb. Mar. Apr. May June 
No. of examinations........ 23 24 55 67 32 33 41 35 36 41 73 28 


Of the 488 examinations, 90% or 439 
were reported by the Superior Courts and 
10% or 49 by the District Courts. These 
differences in percentages and numbers are 
easily understandable because the statute 
applies more to the cases coming before the 
Superior Courts rather than the District 
Courts. Superior Courts handle more serious 
offenses. 


TABLE 3 
OFFENSES OF THE AccusEeD DurincG Fiscat YEAR 
1948-1949 

Assault with attempt to commit rape........ 6 
Assault with intent to rob.................45: 9 
Larceny and attempted larceny.............. 138 
Receiving stolen 4 
Assault with dangerous weapon.............- 15 
Contributing to delinquency of minors........ I 
Unlawful operation of motor vehicles......... 21 
Unlawful possession of drugs...........-.-- 3 
Unknown (not 132 


Results of Examinations 


The writer reviewed the examinations and 
tabulated the examiners’ findings in 500 
cases, taken at random, in the files of the De- 
partment of Mental Health. (The cases have 
been filed alphabetically rather than chron- 
ologically.) In 405, or 81%, the opinions 
expressed were: 

“In the examiners’ opinion, the prisoner 
is not suffering from any mental disease or 
defect which would affect his criminal re- 
sponsibility.” The only comment the writer 
would like to make here is that there were 
only 3 diagnoses made in this category and 
they were all called “psychopathic person- 
ality.” The reason for this is obvious. The 


examiners are not required by law to make 
a diagnosis in a given case. They are re- 
quired only to express an opinion—medico- 
legal—whether or not the prisoner has any 
mental condition that would affect his crimi- 
nal responsibility. 

The remaining 95 or 19% of the 500 cases 
were classified as follows: definitely psy- 
chotic, 9; showing mental symptoms, for 
whom observation in a mental hospital was 
recommended by the examiners, 26; feeble- 
minded (1.Q. less than 70), 48; borderline 
mentality, 9; refused examination, 3 (re- 
fused to answer any of the questions of 
the examiners). The examiners did not 
express any opinions, as a result, in these 
3 cases. Whether or not it was on the ad- 
vice of their attorneys was not stated. 

It would be amiss if one further comment 
were not made with regard to the opinion 
expressed by the examiners. As a rule, the 
opinion of the experts is cordially accepted 
by the courts, and the attorneys for the de- 
fense and the prosecution. On rare occasion, 
however, it may be challenged—particularly 
when the examination is negative and the 
attorney for the defense wants a lighter 
sentence or acquittal, on the ground that 
the accused person was of “unsound mind” 
at the time of the crime. 

The following is a specific example of 
such a case: 


The writer and another psychiatrist were author- 
ized to examine a 24-year-old white, single, male 
prisoner, charged with murder. 

The history in the case indicated that the prisoner 
had been in difficulty with the law from early youth. 
He received a dishonorable discharge from the 
army because of his periodic belligerent actions. 
While attempting to rob a safe in a factory, he 
killed the night watchman. He was arrested and 
put in the county jail. He refused to be inter- 
viewed by a previous psychiatrist who was asked 
by the district attorney to examine the prisoner. 
In the meantime he had consulted his attorney who 
had advised the prisoner to be examined by the 
authorized psychiatrists. 

The examination revealed an exceptionally well- 
built, tall and handsome young prisoner who was 
hostile—against the police and especially toward 
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his parents because they “mistreated” him when 
the prisoner was a child. Although he claimed 
amnesia for a brief period in which he killed the 
night watchman, nevertheless, he gave a clear 
story concerning the whole incident. When he 
was reminded that he remembered every detail of 
the events leading up to the murder and thereafter, 
he rationalized and said that he had time to think 
about it and recollected each move that had been 
made. Otherwise his mind was clear. No halluci- 
nations or delusions. 

The defense attorney challenged the examiners’ 
opinion—to the effect that the prisoner did not 
suffer from any mental disease or defect that would 
affect the prisoner’s criminal responsibility. When 
the court accepted the prisoner’s plea of man- 
slaughter (reduced from murder), the defense at- 
torney accepted the examiners’ opinion. 


Criticism of the Law 


Constructive criticism of this law has been 
pointed out by Thom(8) and Glueck(g). 
First, this law applies only to capital of- 
fenders, making no provisions for second- 
degree murderers or for those indicted for 
manslaughter. Second, it provides only for 
the examination of persons known to have 
been indicted more than once. Third, it pro- 
vides for the examination of persons pre- 
viously convicted of a felony only. This law 
does not provide for the examination of 
criminals with long records of misdemeanors. 
It is argued that the line between misde- 
meanor and felony is not too well demarcated 
—a misdemeanor recidivist is not examined. 

With due respect to such criticisms, one 
may safely say that there is another pro- 
vision*® at the disposal of the presiding 
judge to request the department to cause 
such examinations as he may deem necessary 


(10). Another law ° requires of the warden, 


8 Sec. 99, Chap. 123, G.L. of Mass. 
® Sec. 16, Chap. 127, G.L. of Mass. 


keepers, and masters of jails and houses 
of correction to cause psychiatric examina- 
tion of all convicted prisoners serving a sen- 
tence of more than 30 days, except prisoners 
sentenced for nonpayment. The Briggs law 
has withstood the test of time—acid test for 
any good thing. Until something better comes 
along, the Briggs law will continue to aug- 
ment its usefulness in terms of economy of 
time and expense. 
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PROBLEMS OF WAR NEUROSES IN THE LIGHT OF EXPERIENCES 
IN OTHER COUNTRIES * 


LOTHAR B. KALINOWSKY, M.D., New York, N. Y. 


War neuroses seem to attract the interest 
of psychiatrists only in times of war. It was 
a frequently heard complaint in the beginning 
of the last war that the psychiatric experi- 
ence of the First World War had been for- 
gotten, and that a new generation of medical 
officers had to start from scratch in dealing 
with the problems of war psychiatry. Since 
the end of the War, they are again neglected. 
Yet war neuroses continue to have practical 
importance because of the unexpectedly high 
percentage of chronic cases, and their obvious 
differences from peacetime neuroses have 
theoretical implications of great interest. 

On the occasion of two trips to Europe in 
1947 and 1949, it became apparent that the 
experience of psychiatrists in other countries 
showed some striking differences from ours. 
In the U.S. Army(1) discharges for neuro- 
psychiatric reasons numbered 49% of all 
separations from service including those dis- 
charged for administrative reasons because 
of personality difficulties. These figures are 
all the more striking as even at the induction 
stage the percentage of rejections on neuro- 
psychiatric grounds was 38.2% of all rejec- 
tions. It is surprising that in those countries 
afflicted more directly by war actions neuro- 
psychiatric problems among the military per- 
sonnel, as well as among the civilians, were 
much less in evidence. This was suggested 
during the war by Penfield(2) for Russia, 
and in a survey made shortly after the war 
by Reese(3) for Germany. In England Gil- 
lespie(4) reported that “shell shock” cases 
were rare among soldiers and also that even 
the heaviest air raids seemed to affect the 
mental health of the civilian population in a 
very negligible way. It was interesting that, 
for instance, evacuated children presented a 
greater psychiatric problem than children 
under air raids. 

In the literature on war neuroses little 
attention was paid to the differences between 
various countries regarding the psychiatric 


1 Read at the 106th annual meeting of the Amer- 
ican Psychiatric Association, Detroit, Mich., May 
I-5, 1950. 
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management of war neuroses including pre- 
ventive measures, disposition, awarding of 
pensions, and other problems. A study of 
these questions showed important differences 
even among the Allied Forces. The British 
attitude during the greater part of the war 
was governed by directions set up by a com- 
mittee of psychiatrists, the so-called Lord 
Horder Committee. This report expressed 
the opinion that no man should be discharged 
from any of the fighting services in conse- 
quence of developing a neurosis, and that 
“no person should be ordinarily given a pen- 
sion on account of a neurosis.” The point is 
stressed that no possible advantage should be 
gained from the illness and that “the pension 
itself may become such a preoccupation that 
it lessens the natural incentive to recovery.” 

This attitude is quite similar to the view 
taken in Germany after the First World War, 
when shell shock cases were a major problem. 
While in England the psychiatric concepts 
as outlined in the report of the Lord Horder 
Committee were apparently changed toward 
the end of the war, due to parliamentary 
interference, these views on war and other 
traumatic neuroses remained unaltered in the 
German psychiatric profession. Since Ger- 
many had a high incidence of shell-shock 
cases during the first war, it was interesting 
to see how far the development of entirely 
different concepts between the two wars had 
influenced the occurrence of neurotic reac- 
tions in the Second World War, all the more 
as Germany was the country most affected 
by war actions. Contrary to England, no 
reports were available because under the 
Nazis discussions on military psychiatry took 
place but were regularly omitted in the pro- 
ceedings of medical societies. After the war 
the Occupation Authorities discouraged pub- 
lications on military psychiatry. It was, there- 
fore, necessary to obtain information through 
personal contact with German psychiatrists. 
This was made possible for me during two 
visits to Germany, facilitated by the Neuro- 
psychiatry Consultants Division of the War 
Department. 
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Neurotic reactions among the civilian pop- 
ulation during air raids were included, and 
also the problem of neuroses in the postwar 
period with its abnormal living conditions 
offered some interesting points of comparison 
with the frequency of neuroses under the 
immediate life-threatening war actions. Ex- 
periences from other countries will be added 
in this discussion as far as they could be 
obtained. The shortcomings of such personal 
communications are obvious, but it is felt 
that they are outbalanced by the fact that the 
vast majority of my informants agreed on 
some extremely interesting observations that 
are offered as a starting point for further 
research. 

The position of German psychiatrists in 
the field of traumatic neuroses, including 
their policy regarding the financial compen- 
sation of such neuroses, is based on concepts 
developed shortly after the first war and, 
therefore, not dictated by the Nazi regime. 
It is usually linked with the name of Bon- 
hoeffer(5) and accepted by practically all 
German psychiatrists. This led to an attitude 
toward, and management of, traumatic neu- 
roses and war neuroses that may explain 
some important differences between Ameri- 
can and German psychiatric experiences dur- 
ing the war. 

After many scientific discussions during 
and after the First World War German psy- 
chiatrists accepted the view that war and 
other traumatic neuroses are not caused by 
the war experience as such but by secondary 
psychological mechanisms like the wish to 
escape from danger and, eventually, to receive 
financial compensation. During the first war 
a resentful attitude toward the civilian popu- 
lation, which had not suffered from direct ac- 
tions, and the fear of social failure in a dis- 
rupted postwar economy were thought to be 
the psychological foundation for a great num- 
ber of pension claims. Psychiatrists noted a 
frequent fixation of neurotic symptoms that, 
originally, had been negligible and that would 
have never persisted without such secondary 
considerations. The opinion that such neu- 
rotic reactions represent an independent pur- 
poseful psychological reaction was supported 
by peacetime experiences with workmen’s 
compensation cases. A much-quoted obser- 
vation from World War I was that during 


the battle of Verdun war neuroses became 
frequent among German soldiers but were 
entirely absent in Allied prisoners who had 
gone through exactly the same battle action. 
The explanation for this phenomenon was 
seen in the German soldier’s wish to be with- 
drawn from the front line, while the prisoner 
could not gain from any neurosis since for 
him the battle was over. A parallel observa- 
tion from the last war was reported by 
B. Lewin(6), showing that during the A fri- 
can campaign there were no neurotic reac- 
tions among the German prisoners at a time 
when their occurrence among the fighting 
British troops was high. 

After World War I, the first shell-shock 
cases in Germany received pensions and 
showed no signs of improvement of their 
symptoms. In 1926, based on an expert 
testimony from Bonhoeffer’s hospital, a de- 
cision of the highest court for insurance 
cases was reached in which the following 
opinion was expressed: When a disability 
is caused by the patient’s idea of being sick, 
or by more or less conscious wishes, the 
preceding traumatic experience is not the 
essential cause of his disability, even if the 
traumatic experience elicited the idea of being 
sick or raised the hope for financial com- 
pensation. 

Whatever the scientific justification of this 
court decision, the practical consequences, 
when applied to compensation cases and war 
neuroses alike, were striking and undoubtedly 
of great psychiatric interest. Since no more 
pensions were awarded to neuropsychiatric 
discharges from the Army, the shell-shock 
cases with shaking, paralysis, mutism, Ganser 
syndrome, and so on, disappeared almost en- 
tirely. It may be mentioned that this con- 
cept and the subsequent refusal of financial 
compensation to cases of traumatic neurosis 
were accepted by most other European coun- 
tries. There are a few physicians in Germany 
who reject this view but their objection is 
usually not based on medical evidence but 
primarily on ethical grounds. 

The psychiatric concepts outlined in the 
preceding paragraphs determined the manage- 
ment of all war neuroses in Germany during 
the Second World War. They are considered 
as partly responsible for the rare occurrence 
of acute neuropsychiatric disorders in soldiers 
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and the absence of chronic war neuroses. 
The most impressive experience in all coun- 
tries affected by the war was the absence 
of the more dramatic hysterical symptoms 
known during the First World War as “‘shell 
shock.” Hirschmann(7) saw them toward 
the end of the war but they remained ex- 
tremely rare. The most notable exception 
was reported by Parin(8) for the Yugoslav 
Partisans. The frequency of hysterical con- 
vulsions among this perhaps more primitive 
group of fighters was unusually high. The 
absence of such symptoms among soldiers as 
well as civilians in most countries, contrary 
to the First World War, suggested explana- 
tions that modern man must have changed 
(Wagner(9)), perhaps owing to a change 
from individualism to collectivism (Janz 
(10) ), and that certain expressions of symp- 
toms might become untimely. The fact as 
such is undeniable and asks for explanation. 
As to the frequency of neurotic symptoms 
in general, contempt of the general public 
for the one who reveals nervous weakness 
undoubtedly obviates them, as much as an 
atmosphere of public interest in neurotic 
reactions is a good breeding ground for the 
manifestations of symptoms in potential 
neurotics. 

It was a general experience, where neurotic 
symptoms appeared, that they manifested 
themselves after the actual danger was over. 
Even short reactions with vegetative symp- 
toms, as may be connected with any frightful 
experience, were rare in actual combat. Psy- 
chiatric symptoms were somewhat more fre- 
quent during the continuous strain of trench 
warfare but here again serious symptoms 
were rare, and the prognosis was good as 
soon as these men were given a short rest. 
In the German Army such rest days behind 
the front line were definitely not to be spent 
in a hospital. It was also considered impor- 
tant that the duration of this rest period be 
predetermined and that it was not to exceed 
a few days. The majority of soldiers who 
did show psychogenic disorders presented 
reactive depressive syndromes, apathy, or 
psychosomatic complaints. Many had vege- 
tative symptoms of various kinds and “organ 
neuroses,” particularly of the gastrointestinal 
tract. Their relative frequency, though rarely 
leading to disability, brought forth the state- 


ment that the tremblers of the first war 
became the gastric neuroses of the second. 

The rare occurrence of neuropsychiatric 
casualties in the German Armed Forces is 
even more surprising as no systematic screen- 
ing of inductees by psychiatrists took place. 
The medical examination of inductees was 
not specially directed toward psychiatric 
problems, and it was frequently stated that 
certain types of constitutional psychopaths, 
neurotics, and borderline mental defectives 
did very well under the strain of military 
service. The only screening by psychiatrists 
was done for specialized personnel such as 
pilots and parachutists, and in the selection 
for officers’ training. Discussions with Ger- 
man psychiatrists about the question of 
screening showed that the experiences during 
the war years did not lead to the impression 
that more screening at the induction stage 
would have been desirable. 

The German concept of war neurosis as a 
purposeful reaction received its greatest sup- 
port during the big retreat from Stalingrad 
under the desperate conditions of a Russian 
winter. Of course, many soldiers were unable 
to continue because of physical exhaustion, 
but hysterical symptoms were extremely 
rare. They did not promise any gain, and 
failure to stay with the group could only 
lead to death from exposure or, at the best, 
to imprisonment by the Russians. Only de- 
layed reactions after the soldier was safe 
occurred with somewhat greater frequency, 
but it was again seen that these reactions did 
not tend to chronicity. 

All psychiatrists agreed on the rarity of 
neuroses in the front line but also on the 
greater frequency in soldiers who had been 
admitted to hospitals behind the front for 
more or less severe physical injuries. The 
conclusion drawn from this experience was 
that the unsympathetic attitude of the men in 
the front line toward the one who showed 
signs of weakness and nervous failure served 
as a preventive factor, and that only the 
environment of a hospital unit is sympathetic 
to emotional reactions and their fixation. 
Therefore, hospitalization was avoided wher- 
ever possible. However, even when a medical 
discharge finally had to be granted, the im- 
possibility of gaining financial compensation 
for such neuropsychiatric disability was con- 
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sidered a decisive factor against a permanent 
fixation in most neuropsychiatric casualties. 

The frequency of war neuroses in the 
German Army of the First World War and 
their negligible frequency in the Second 
World War is all the more interesting as, to 
a large extent, the same psychiatrists served 
in both wars owing to the employment of 
civilian consultants beyond military age. This 
makes the conclusion inescapable that the 
change in their concept of traumatic neuroses 
and their different management of psychia- 
tric problems was responsible for the con- 
trast in the psychiatric situation of the two 
wars. 

It should be briefly mentioned that there 
is full agreement on the fact that there was 
no increase seen in the rate of major psy- 
choses during the war. This was claimed not 
only for the Armed Services but also for the 
civilian population living under abnormal 
stress. It is in complete accordance with the 
experience in all other countries as shown 
by information obtained in Europe as well as 
from Japan. The importance of this uniform 
experience for the etiological problem of 
the major psychoses is obvious. The practi- 
cal conclusion was drawn by most European 
psychiatrists from this experience that schiz- 
ophrenia and other major psychoses are not 
considered as service connected disabilities 
even if they occur during combat duty. 

The reactions of the physically less resis- 
tive civilian population presented another 
interesting mass experiment in this war. 
Psychiatrists from many countries who 
studied this question reported the astounding 
fact that there seems to be hardly any limit 
to man’s ability to stand terrifying experi- 
ences. In France, Ey and Cornavin(11) 
remarked that they were much more im- 
pressed by the psychological resistance to 
war events than by their pathogenic effect. 
In Japan(12), where neurotic reactions 
among soldiers were also rare, psychiatric 
manifestations had even less importance 
among civilians in the atomic bomb raids on 
Hiroshima and Nagasaki. The U.S. Strate- 
gic Bombing Survey of these raids also fails 
to mention such disorders. Also the English 
experience during the “blitz” fully corrobo- 
rates the observations made in Germany dur- 
ing the years of continuous air raids. Panics 


in air raid shelters hardly ever occurred. 
Apparently, suffering in a group is easier to 
bear than individual suffering. It also seems 
that, if one individual demonstrates nervous 
symptoms, the others who are undergoing 
the same ordeal will not be inclined to show 
much sympathy. I was told of instances 
where hysterical outbursts from an individ- 
ual were easily cut short by the disapproval 
of the group. One reason for this among 
civilians was seen in the lack of any possible 
gain from nervous manifestations. The civil- 
ian has neither of the two advantages a 
soldier might have had from a breakdown: 
he cannot extricate himself from the war 
action by hospitalization behind the front 
line and there is no pension law that promises 
any compensation to the civilian suffering 
from the sequelae of an air raid. Another 
factor is undoubtedly the almost unlimited 
endurance of all human beings at the time 
of catastrophies, which seems to intensify the 
drive for survival and self-preservation. In 
such cities as Nuernberg and Freiburg, which 
are among the most damaged in Germany, 
the number of neurotic reactions during the 
war was lower than in peacetime. In Frei- 
burg it was half of the usual number be- 
tween 1942 and 1945, that is, during the 
period of greatest stress. It is true that this 
is no proof for the actual reduction in the 
figures for neuroses among the population 
but it shows at least that those who had 
neurotic symptoms were able to get along 
without asking for medical help, and to carry 
on with their usual activities, which were 
more pressing than in normal times. Future 
research should clarify whether the various 
types of pre-existing neuroses reacted dif- 
ferently under such external stress situations. 
There is reason to believe that deep-seated 
neuroses remain uninfluenced, even though 
the patient might handle his neurosis better 
in a situation where survival is at stake. As 
far as “external” neuroses are concerned, 
the most impressive piece of information was 
that on the day of the heaviest air raid, when 
4,000 people were killed in Freiburg with a 
population of 100,000, only two neuropsychi- 
atric casualties were brought to the Univer- 
sity Psychiatric Clinic (Beringer(13)). The 
same absence of such casualties was reported 
by psychiatrists practicing in the city. Yet 
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these raids not only represented an elemen- 
tary catastrophe with threats to life and 
property but also an emotional strain through 
the uncertainty about the fate of relatives 
and friends. 

The postwar period offered further points 
of interest in relation to psychiatric problems. 
After war actions had ceased, deprivations 
continued in Germany and other countries, 
and such psychogenic factors as starvation, 
disrupted homes, disillusionment, and general 
hopelessness were added. The psychiatric 
picture of this period was less clearly defined 
than it was during the war. In Germany it 
was complicated by the fact that various 
groups of people were thrown together. 
Many communities were divided into two 
groups, one of which had maintained full 
possession of its property, while the other 
one had lost everything. New groups were 
added by the returning prisoners of war, and 
large numbers of refugees expelled from 
the East. It is obvious that these heteroge- 
neous groups would react in different ways. 
The majority of psychiatrists agreed that 
the period right after the end of hostilities, 
which was particularly desolate for everyone, 
showed no increase in the figures for neu- 
roses in the university hospitals and the 
offices of practicing psychiatrists. Only after 
some degree of security and normalization 
of life were achieved in 1947 and 1948, did 
the same psychiatrists note an increase of 
psychoneurotics. The small number of neu- 
rotics seeking treatment in the first postwar 
period suggests that the heroic attitude 
preached by the Nazis was not responsible 
for the low incidence during the war. A 
better explanation is that in states of emer- 
gency the group becomes more important 
than the individual and that external pressure 
strengthens rather than weakens resistance 
against expression of neurotic symptoms. 
The opinion was expressed that neuroses 
develop more easily before a background of 
security of the total population, when the 
weak are in danger of losing out in the fight 
for social survival. It was also concluded 
that the emotional problems dominant in the 
origin of peacetime neuroses have little im- 
portance at times of stress and danger com- 
pared with the elementary instinct of self- 
preservation. Whatever the explanation may 


be, the experience during the postwar period 
proved to German psychiatrists as much as 
the war experiences that “man is to an extra- 
ordinary extent capable of standing the 
utmost” (Jaspers(14) ). 

The postwar period in Germany brought 
little evidence that the ex-soldier after a 
period of readjustment offers any problems 
that are too different from those of the 
general population. This seems particularly 
true in a country where privileges for the 
veteran with psychiatric symptoms are prac- 
tically nonexistent. After the First World 
War resentment on the part of the returning 
soldier against those who had carried on in 
their economic positions at home had been 
an important psychological factor. After the 
last war the suffering of the civilian popula- 
tion under war actions, and the equal loss of 
security by everyone, leveled out these dif- 
ferences. The veteran who returned with 
psychiatric symptoms and thought that he 
had some service-connected neuropsychiatric 
disability was examined by psychiatrists em- 
ployed in the clinics of regional offices of 
the Veterans Administration. Where no 
organic disorder was present, they advised 
against granting a pension, and their deci- 
sion was usually final. The neurotic veteran 
whose pension claim was rejected was 
told that his symptoms were not caused 
by direct war reactions but represented a 
psychological reaction for which a pension 
could not be granted. It was pointed out to 
him that the prognosis was good, and that 
“occupational therapy” in the form of work 
would distract his attention from his symp- 
toms. In this way no further expectation of 
financial gain through pension could be enter- 
tained by the patient. He was usually given 
a letter to his private doctor in which the 
situation was explained in order to prevent 
a wrong psychotherapeutic attitude on the 
part of the treating physician. It should be 
mentioned that this attitude toward neurotic 
war reactions is not established by any law. 
The individual psychiatrist is perfectly free 
in his recommendations and can deviate from 
the general rule if he sees fit to do so. 

It was soon noticed that returning pri- 
soners of war offered special problems. Dur- 
ing the war itself neuropsychiatric disorders 
in Prisoner of War Camps were even less 
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frequent than among combat soldiers, and 
only after the end of the war Jensch(15) 
observed some more dramatic reactions in a 
group of prisoners in France; they occurred 
mainly in primitive men, when their expec- 
tations of an early discharge after the end 
of hostilities was not fulfilled. After return 
to the homeland the prisoners of war of 
various nationalities seemed to face greater 
difficulties in adjusting than other soldiers 
and often responded with anxiety states and 
depressions, as reported on British returnees 
by Tanner and Jones(16). In Germany the 
returning soldier often proved to be unable 
to care for his family and needed a long 
period of readjustment. Such symptoms as 
apathy, irritability, fatigability, and various 
psychosomatic complaints were considered 
only partly as psychological reaction, and 
especially in returnees from Russia were at- 
tributed to nutritional deficiencies. In these 
cases some psychiatrists of the Veterans Ad- 
ministration recommended a 2 years’ period 
of compensation and treatment (Gerum(17). 
The length of such a period is always deter- 
mined in advance. Work will be encouraged 
during this time after which the patient is 
automatically put on his own. Such a pre- 
determined award of 2 years is the nearest 
to a lump sum settlement, which in industrial 
injuries is considered as the best means of 
preventing neurotic reactions, as shown by 
Huddleson(18) in his monograph on acci- 
dents, neuroses, and compensation. 

A comparison between veterans of the 
First World War and the last one, who are 
handled together in the clinics of the German 
Veterans Administration seems to show that 
such management of war neuroses was ad- 
vantageous for the veteran himself. Since 
the present policy regarding compensations 
was adopted only several years after World 
War I, there are still a number of veterans 
to whom a pension had been granted 25 odd 
years ago, and who still receive it. These 
patients frequently offer a desolate picture 
and represent a sad comparison to the cases 
that never received any pension. They usu- 
ally perpetuate their symptoms and require 
continuous treatment to which they do not 
respond, as, in general, treatment of chronic 
war neurotics with pension claims is a hope- 
less proposition as experienced by many psy- 


chiatrists treating such cases. They often 
become a burden to their families. Their 
resentful attitude makes them difficult, and 
they often create a pitifully deteriorated 
atmosphere in their homes. 

The favorable experience of German psy- 
chiatrists in the prevention of chronic war 
neuroses gives weight to the views of such 
noted American authors as Kardiner and 
Spiegel(19), who were against a discharge 
with pension, and who stressed the need for 
treatment of all war neurotics before dis- 
charge and before the factor of secondary 
gain makes them chronic and intractable cases. 
A step beyond such prevention of chronic 
cases would be an attempt at reducing neu- 
rotic reactions in a future war by public edu- 
cation emphasizing the almost unlimited 
resistance of man to acute stress situations 
as shown by the experiences in those coun- 
tries most ‘severely affected by the last war. 

We psychiatrists who will be called upon 
to contribute our knowledge of the psychiat- 
ric aspects of war should not limit ourselves 
to our own experiences but utilize observa- 
tions made by psychiatrists elsewhere. The 
great influence of American medicine in other 
countries and the close contact with the 
psychiatric centers in the occupied countries 
would simplify the collection of pertinent 
material on a larger scale than could be 
done in this brief study. Its only purpose 
was to arouse an interest in broader research 
on some of the questions outlined here and 
to determine their importance for the neuro- 
sis problem in general. 
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TREATMENT IN THE ABSENCE OF PENSIONING FOR 
PSYCHONEUROTIC VETERANS * 


TRAVIS E. DANCEY, M.D.,? Montrear, 


The governments of countries in the 
Western Hemisphere have, during recent 
times, accepted the responsibility for com- 
pensating those who have served in their 
armed forces and as a consequence have 
developed disabilities. In addition, the State 
is expected to show some measure of grati- 
tude toward those who have fought its bat- 
tles. Medical and surgical treatment is there- 
fore provided, and indemnity through the 
payment of money is utilized whenever a 
permanent disability, related to service, re- 
mains in spite of treatment. It is not difficult, 
from the pension point of view, to deal with 
those cases where an uncomplicated physical 
disability of a permanent nature is present. 
The problem becomes more complex when 
this assessment concerns a neurosis, since 
there is grave danger of handicapping the 
veteran by leading him to believe that his 
illness is irreversible and entirely related 
to service. When a monthly income is ac- 
quired from this source for a neurosis, treat- 
ment is too frequently dismissed by the 
subject as a medium that will take away his 
livelihood and is therefore something of 
which he wants no part. This state of mind 
is exemplified by one veteran who, after 
receiving a pension for an anxiety neurosis 
for 3 years, found that his monthly cheque 
had been reduced by approximately 8 dollars. 
During the next 4 months he worked only 
one day because, he said, “. . . . getting less 
money made me realize just how sick I am.” 
Suggestions regarding therapy were waved 
aside as being impractical and of no interest 
to him. 

The Canadian Pension Commission func- 
tions in a capacity not unlike that which 
applies to similar bodies in other countries 
except in respect to the veteran who is 
seeking a pension for a neurosis. Here the at- 
titude has for some years been rather unique 


1 Read at the 106th annual meeting of The Ameri- 
can Psychiatric Association, Detroit, Mich., May 
I-5, 1950. 

2 Adviser in Psychiatry to D.G.T.S. Dept. of 
Veterans Affairs. 


in that, unless positive proof of definite 
exaggeration of symptoms during service 
exists, the illness is termed “pre-enlist- 
ment in origin” and compensation is refused. 
Although at first glance one may deplore an 
attitude that in any way penalizes the sub- 
ject of psychiatric illness, further reasoning 
must persuade us that this discrimination 
in most instances reacts to the benefit of the 
veteran concerned. Dr. J. P. S. Cathcart(1) 
has observed numerous instances where the 
veteran of World War I, who was pensioned 
rather leniently for a neurosis, forced his 
family to live a pauper-like existence while 
he put all his time and energy into his often 
vain efforts to have his pension increased by 
a few dollars. 

In brief, the stand taken by the Canadian 
Pension Commission might be summarized 
as follows: 

A neurosis is a disorder that has its roots 
in childhood and may increase in severity 
throughout the years and is utilized by the 
subject, through unconscious mechanisms, 
to avoid painful experiences and to escape 
certain responsibilities. Because of repeti- 
tive patterns of thinking and behaviour the 
subject is prone to take advantage of situa- 
tions that may arise and will further protect 
him. Any encouragement toward the ac- 
ceptance of his illness as a means of escap- 
ing his responsibilities is therefore danger- 
ous and may well develop from compensa- 
tion in the form of the payment of money. 
The subject, under such conditions, is apt 
to feel more and more disabled and to de- 
mand repeated increases in his income from 
a State that has already assumed a certain 
responsibility for his illness. 

The Canadian veteran may receive treat- 
ment for any condition that may arise during 
the first year following demobilization. At 
the expiration of this period he may receive 
treatment for his pensionable condition or 
for certain acute illnesses provided only 
that he has had meritorious service and 
provided he is relatively indigent. This would 
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mean that the thrifty veteran with a neurosis 
could not obtain treatment. 

It will be readily understood that veter- 
ans welfare organizations, when told that it 
was unwise to pension a condition that fre- 
quently reacted favourably to treatment, 
would demand that provisions for this treat- 
ment be provided. Such representation was 
made and the problem was approached with 
some trepidation(2). The best guide that 
came to hand was the report prepared by 
Drs. Campbell, Kubie, and Solomon for The 
American Psychiatric Association(3). It ap- 
proached the problem from various points 
of view and indicated lines that should be 
followed if the errors that occurred after 
World War I were to be avoided. Full 
use was made of the suggestions in this 
report. We also considered carefully those 
methods employed in other countries. It 
was decided to offer treatment to any veteran 
with a neurosis regardless of his time or 
place of service or of his income provided 
it was felt that his symptoms could be ex- 
pected to fade after a brief period of therapy. 
The chief psychiatrist in each district was 
given the task of screening applicants in 
order to exclude psychotics (who receive 
the same consideration as do the subjects of 
other illnesses) and psychopaths. The dan- 
gers inherent in other schemes were avoided 
as much as possible and to this end no finan- 
cial allowances were permitted either to the 
patient or to his family. Although this may 
create certain hardships, it does minimize 
any desire that a veteran may have to remain 
more or less permanently in hospital. At 
the same time it creates a state of affairs 
where his family will urge him to return 
to work as soon as possible. Provision was 
made for treatment both in hospital and in 
outpatient clinics. To these provisions was 
attached the proviso, “ ... . insofar as fa- 
cilities for treatment are available.” 

From January 1, 1948, to December 31, 
1949, some 420 veterans received treatment 
under this new classification. This number 
corresponds approximately to 20% of all 
general hospital psychiatric cases under 
treatment during that period. Owing to the 
fact that this survey had of necessity to be 
conducted rapidly, only rough figures could 
be obtained concerning the value of this 
short-term therapy. The various district psy- 


chiatrists in Canada are of the opinion that 
definite benefit occurred in approximately 
75% of cases. The criteria for this consist 
of the ability of the patient to return to 
work and to remain relatively free from acute 
symptoms from 3 to 12 months (period be- 
tween institution of treatment and present 
survey). The remaining 25% of cases is 
composed largely of those who were actually 
psychotic or became so and had to be ad- 
mitted to mental hospitals, of those who 
became recognized as untreatable subsequent 
to admission (character-neuroses, etc.), and 
of those whose indulgence in alcohol pre- 
vented therapy from being carried out. Our 
facilities appeared to be adequate and a 
veteran who was acceptable to the chief psy- 
chiatrist was seldom kept waiting for more 
than a few days. The average stay in hos- 
pital varied a bit from district to district but 
was usually under 2 months. 

If treatment is, in most instances, ex- 
pected to replace pensioning in this area, 
it must obviously be of a high standard in 
order to produce results that are acceptable 
to the veteran concerned. Otherwise, there 
will appear a demand for compensation in 
the form of money in the low-wage-earning 
group, and a search for treatment elsewhere 
by those who can afford such. Faced with 
these possibilities, it is of paramount im- 
portance that our methods of treatment be 
maintained at a high standard. 

A brief description of the arrangements 
developed in Montreal should suffice to ex- 
plain the planning that has been necessary. 
Each psychiatrist must be certified by the 
Royal College of Physicians and Surgeons 
of Canada, and must hold a teaching ap- 
pointment at either McGill or the University 
of Montreal, which must recommend his 
employment; obviously he must be accept- 
able to the Department of Veterans Affairs. 
These men are urged to utilize the same 
methods of treatment that they employ in 
their individual private practices. No full- 
time psychiatrists are employed. The resi- 
dent group is obtained from the men who 
are enrolled in the McGill diploma course in 
psychiatry. They remain at the Veterans 
Hospital for a period of one year and dur- 
ing that time are expected to attend lectures 
and seminars at the Allan Memorial Insti- 
tute. In addition to the resident group a 


1950] 


numl 
Nor 
10 ¢ 
stanc 
const 
are 
Anal 
chief 
aids 
versi 
attem 
in ho 
has b 
Th 
cannc 
tive i 
I wo 
veterz 
work 
ited 
interv 
riods 
outpa 
there 
that ¢ 
Eac 
queste 
new t 
modif 
preser 
since } 
failed 
to the 
be ma 
Certai 
so tha 
atolog 
inclusi 
been 
other 
At | 
wherel 
thems« 
schem 
pitals 
cal fee 
eran c 
Depart 
advent 
present 
sufferi1 
essary. 


1950 | 


TRAVIS E. DANCEY 349 


number of rotating internes are utilized. 
No resident is expected to treat more than 
10 cases at any one time and in each in- 
stance he works under the supervision of a 
consultant. Case presentations and seminars 
are given regularly for teaching purposes. 
Analytically oriented psychotherapy is the 
chief method of treatment. In addition such 
aids as modified insulin therapy and di- 
versional therapy are provided. An earnest 
attempt is made to see that every patient is 
occupied during his waking hours while he is 
in hospital. A group psychotherapy project 
has been in existence for over 2 years. 

The criticism that this type of treatment 
cannot, in most cases, be more than ameliora- 
tive is perhaps justified. At the same time 
I would point out that in its absence the 
veterans would be either unemployed or 
working under marked difficulties. In a lim- 
ited number of cases regular therapeutic 
interviews may be carried on for longer pe- 
riods than indicated above, usually in the 
outpatient department; almost invariably 
there is some continuance of treatment in 
that department. 

Each district psychiatrist has been re- 
quested periodically to comment upon the 
new treatment classification and to suggest 
modifications. The apprehension that was 
present originally has practically disappeared 
since many of the pitfalls that were foreseen 
failed to appear. There is a universal opinion 
to the effect that the present scheme should 
be maintained with some minor alterations. 
Certain psychiatrists urge greater leniency 
so that early psychotics with mild symptom- 
atology may be admitted; some urge the 
inclusion of the alcoholic, who so far has 
been either avoided or admitted under some 
other diagnosis. 

At present arrangements are being made 
whereby Canadian veterans who have availed 
themselves of voluntary health insurance 
schemes may be admitted to veterans hos- 
pitals for treatment. The medical or surgi- 
cal fee will be the responsibility of the vet- 
eran concerned and is of no interest to the 
Department of Veterans Affairs. With the 
advent of this measure a modification of the 
present treatment classification for veterans 
suffering from neuroses may become nec- 
essary. 


Because of the different attitudes con- 
cerning the pensioning of veterans in Canada 
and in the United States of America, it is of 
paramount importance that psychiatrists in 
these countries keep themselves aware of the 
advantages and disadvantages arising from 
the 2 schemes so that eventually a satisfac- 
tory solution to the problem may be found. 
There are wider ramifications than appear 
on the surface; with the rapidly developing 
interest in social security there is a tendency 
for the worker in industry to demand com- 
pensation in the form of money to an increas- 
ing degree following any disability that ap- 
pears to be connected with his employment. 
The dangers of supplying the worker with 
money as compensation for a functional dis- 
ability are perhaps not as great for the man 
in industry as for the veteran, but neverthe- 
less there does exist a certain similarity. 

Should we at some time in the future find 
ourselves working under conditions similar 
to those in Great Britain, we may discover 
that many of the problems of the veteran 
with a neurosis exist for the members of 
the general population. One can visualize 
the possibility that in the absence of the 
recognition and treatment of the neuroses 
the demand for an income from government 
sources may be put forth. I would suggest 
that we be prepared for this possibility by 
making further studies along the lines I have 
indicated so that this knowledge may be 
applied without delay should an undesirable 
form of government-controlled medicine 
make its appearance. 


SUMMARY 


For many years the Canadian veteran has 
not received the same consideration by the 
Canadian Pension Commission as does the 
subject of other diseases. The advantages 
of this system are indicated. A novel arrange- 
ment whereby this veteran may receive treat- 
ment regardless of his place of service or 
income and without any change in the pre- 
vious pension regulations is described. Fur- 
ther study is recommended. 
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OBSERVATIONS IN TREATMENT OF PATIENTS WITH PSYCHOSOMATIC 
DISORDERS USING SUBSHOCK INSULIN IN A GROUP SETTING * 


HARRISON SADLER, M.D., ann SIDNEY RUBIN, M.D. 
Topeka, Kans. 


Subshock insulin has been used during 
the past year as an adjunctive therapy in the 
treatment of certain patients on the psycho- 
somatic section of Winter VA Hospital. The 
treatment was conducted in a specially struc- 
tured unit, whose details of organization 
involve an application of the use of the “psy- 
chiatric team,” as it is currently in operation 
at this hospital. 

The aim of this presentation is to describe 
this method of treatment in a group setting 
under controlled conditions. In these con- 
ditions the mutual interaction of the “team”’ 
and the patient-group was the important re- 
lationship that made possible the develop- 
ment of an efficient and effective therapeutic 
procedure. 


THE PROBLEM 


Our technique was developed to meet the 
problem of handling patients who were so 
disabled by severe anxiety that they could 
only very slowly form a useful therapeutic 
relationship with a physician. Ordinarily 
many months would be required to help this 
type of patient. 

In each instance the patient’s ability to 
communicate verbally and contain himself 
comfortably within the hospital administra- 
tive organization was disturbed by measures 
that he used successfully to prevent his per- 
sonality from disintegration, such as avoid- 
ance, denial, rationalization, somatization 
(hypochondria), etc. Moreover, the struggle 
with his anxiety had been going on for some 
time (3-5 years) and various degrees of 
physical debilitation (anorexia, insomnia, loss 
of weight, etc.) were observed. 


1 Sponsored by the VA and published with the 
approval of the chief medical director. The state- 
ments and conclusions published by the authors are 
a result of their own study and do not necessarily 
reflect the opinion or policy of the Veterans Admin- 
istration. 

From the Departments of Medicine and Psychia- 
try, Winter VA Hospital. 
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We established the following criteria for 
selection of patients(1-12) : 

A. Evidence of debility (loss of weight 
below expected normal; loss of appetite; 
“asthenia” ). 

B. Severe or disabling anxiety, threatening 
to disrupt personality stability. 

1. Threatened psychotic break in manage- 
able individuals. 

C. Evidence (historical) that the patient 
was well motivated and had made attempts 
to prevent his being overwhelmed by his 
anxiety. We stressed motivation and evi- 
dence of premorbid accomplishment. 

An example of the type of patient chosen 
for treatment follows: 


A 26-year-old white, single veteran was admitted 
on the advice of his family physician. He had had 
an extended period of medical regimen (2 years). 
He complained of dizziness, sleeplessness, anorexia, 
vomiting, loss of weight. He had “colitis” (6-10 
stools per day) and various other gastrointestinal 
and cardiovascular pains, and complaints. He ex- 
pressed fear of “cracking up.” Psychological eval- 
uation (tests and observations) revealed that he 
was a narcissistic character. He had handled his 
anxiety by a maniclike pressure of speech and hy- 
permotility, extreme denial, and various forms of 
antisocial behavior (alcoholism, gambling, promis- 
cuity) plus other impulsive actions. He was well 
endowed (IQ 125) and seemingly well motivated, 
having held good paying and responsible positions 
on an industrial assembly line. 


THE EVOLUTION OF THE STRUCTURE OF 
THE PROGRAM 


A structure was designed to fit into our 
local situation, functionally and administra- 
tively, combining the efforts of various pro- 
fessional groups on the psychosomatic sec- 
tion of the medical service of this hospital. 
Here internists, psychiatrists, psychologists, 
and social workers in conjunction with other 
ancillary personnel (nurses, aides, secre- 
taries, etc.) function as a team. The goal 
of each member of the team is to bring his 
special area of competence to the patient in 
an organized fashion so that the best possible 
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progress toward health may be made. At 
the same time the team members work in the 
closest possible relationship with each other. 

The treatment measure of subshock in- 
sulin was chosen almost arbitrarily as a de- 
vice for relieving anxiety because of previous 
experiences of some of our staff including 
the authors. A unit of 12 beds on a general 
ward was set aside where we could adminis- 
ter insulin and handle the problems of hypo- 
glycemia. The ancillary personnel (with one 
of us in charge and the other supervising) 
was indoctrinated by a series of Io lecture- 
discussions that covered the problems of ele- 
mentary metabolism, physiology of insulin, 
the state of hypoglycemia, the personality, 
the problem of anxiety, etc. 

Patients were transferred to this unit 
after referral by their individual ward psy- 
chiatrists on the basis of complete study 
and evaluation. In addition to daily subshock 
insulin, these patients continued regular psy- 
chotherapy interviews with their ward psy- 
chiatrists and also participated in a prescribed 
daily routine (occupational therapy, gym- 
nasium, etc. ). 

The routine of insulin administration fol- 
lows: After an insulin sensitivity test (5 
units sub-cut.) the patient received 20 units 
regular insulin at 7 a.m. He remained in bed 
until 9:30 a.m. The treatment was. then 
terminated with orange juice sweetened with 
sucrose. The insulin was increased daily in 
increments of 10 u. (individually deter- 
mined) until the proper conditions (wet 
shock) were obtained. (Wet shock indicates 
a stage of profuse diaphoresis, rapid pulse, 
some clouding of the consciousness, etc.) 
This usually required between 40 to 70 units, 
rarely 100. Breakfast was served at Io a.m. 
and the patients allowed unlimited quantities. 
Lunch was served at 2 p.m. No special con- 
cessions were made concerning diets. Ordi- 
nary hospital food was served. 

Within a few days the patients in insulin 
treatment had formed themselves into a ho- 
mogeneous group. The insulin ward psy- 
chiatrist made himself an observer by being 
a nondirective member of the homogeneous 
group. Except for momentary rises of lead- 
ers through natural selection, it constantly re- 
mained a leaderless but cohesive group. The 
cohesiveness seemed a result of the cement- 


ing forces of similar treatment, similar prob- 
lems, and similar psychological experience of 
induced hypoglycemia. We noted that, for 
them, the hospital at large and the other 
patients on the ward (diabetics, hyperten- 
sives, etc.) formed a heterogeneous group, 
and indeed represented the attitudes of “so- 
ciety” toward “mental illness.” 

A typical comment of other patients on 
the ward: “Look how the doctors baby 
them—tomorrow, I guess they’ll drink their 
orange juice for them.” But when a patient 
actually slipped into early coma, a curious 
group formed: “Think he’ll make it—poor 
guy, almost dead.” After recovery this pa- 
tient became the hero of the ward: “I 
thought you were going to die—think you'll 
make it tomorrow?” (These are common 
occurrences. ) 

We grasped this opportunity for a therapy 
structure and actually made our ward repre- 
sent a homogeneous group within a hetero- 
geneous group. We first established a break- 
fast club. The patients ate together at a 
large table and were served family style by 
a friendly mothering kitchen maid from the 
dietary department. This procedure was re- 
peated at lunch. The evening meal was eaten 
in the general mess hall. To have the atti- 
tudes of the heterogeneous group constantly 
represented and to encourage a free exchange 
between groups, extra coffee was ordered, 
extra cups were available, and other members 
of the ward encouraged to help themselves 
and join the group. 

In this area it became gradually clearer 
to the patient that many of his previously 
held ideas about society were his own pro- 
jections. This insight was furthered by his 
observation that this “heterogeneous” group 
was not critical and rejecting. By virtue of 
this experience he came to see that his pre- 
viously held beliefs about society were symp- 
toms. There were daily comments in the 
homogeneous group concerning feelings of 
inferiority, shame, rejection, isolation, etc. 
Members quite actively attacked each other 
concerning the secondary gains that their 
illness had provided them. 

Typical comments: “Mr. C. can’t afford 
to get too well, he’ll have to go to work.” 
Furthermore they accepted the symptoms of 
their illness without shame. “It’s just your 
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leg, Mr. P.— have you ever thought you’d 
explode or kill yourself—that’s real hell.” 

In terms of this organization representing 
a controlled and observable environment, 
this structure was in itself a therapeutic arm. 
Here was the sounding board, the mirror 
upon which they could test attitudes and 
reactions. The task of the individual thera- 
pists was made immeasurably easier as a re- 
sult of this experience. For operational pur- 
poses the boundaries of the heterogeneous 
group were extended to include the hospital 
at large, OT, Gym, PX, and the home en- 
vironment. 

A liberal use of passes from the hospital 
was encouraged. In this setting more rele- 
vant and meaningful material was dealt 
with. After weekend passes, for example, 
the problems of interpersonal relationships, 
with friends, family, and other figures of the 
conflictual situation were discussed freely. 
Personal value systems were tested and often 
revised. Further support in this direction 
was given by friendships that developed be- 
tween the insulin patients and members of 
the heterogeneous group. Dissenters and pa- 
tients who did not conform were expelled 
by voluntary group judgment. This is illus- 
trated in the following case: 


Mr. B. was a natural leader. He was stoical, and 
a man of great experience. He was the idol of the 
group for about 2 weeks. One weekend he remained 
A.W.O.L. and “went on a drunk.” He wired for 
money and the group united as would a group of 
wartime “Rangers”: “We'll get him out of that 
fix, we'll go down there and tear up the place.” 
Mr. B. returned later completely undone. Later 
after observing him the group noted: “Doc, I think 
we should discharge Mr. B. He’s not good for 
us—he isn’t trying.” ? 


There was a noticeably constant thrust to 
get well. Indeed, it was almost competitive. 
Patients vied with each other about sleeping 
without medication, eating without prompt- 
ing, gaining weight, “building up muscle,” 
and “telling that to your doctor.” The indi- 
vidual patient then was moving in an environ- 


2 This case and other similar ones served to illus- 
trate to us that whenever we relaxed our criteria 
to accept candidates who we felt were not suitable 
(i.e., psychopaths, psychotics) our attempts to help 
them, even with the anxiety, were met with failure. 
Sincere motivation remains a prime factor in the 
original selection criteria. 


ment wherein many therapeutic forces were 
striking him: group identification, occupa- 
tional therapy, individual psychotherapy, ete. 
In this milieu an observation forced itself 
upon us. The insulin ward psychiatrist was 
more aware of the patient’s experience-in- 
reality than was his personal hospital physi- 
cian. This is illustrated in the following: 

Mr. X. was actively engaged in an amorous rela- 
tionship with a female patient from another ward. 
All the vicissitudes of this affair and the conflict 
with his wife were topics of talk at the breakfast 
table: “You know your wife can’t be like this girl 
—why don’t you talk to your doctor about this— 
how are you going to handle it?” 


One of these therapists recorded, “The in- 
dividual psychotherapist should be an in- 
tegral part of the insulin therapy. This 
would help build and cement a therapeutic re- 
lationship, besides giving the psychotherapist 
more material with which to work.” Another 
noted that his patient was “so comfortable 
that his motivation to come to grips with his 
psychological problems was diminished.” 
Also that “his relationship seemed stronger 
with the doctor who had prescribed such 
wonderful treatment for him.” This course 
of events led to a second major attempt at 
structuralization. 

The insulin-ward psychiatrist set himself 
up as the director and correlator of all the 
psychotherapeutic modalities operating and 
attempted to focus these upon the patient so 
that their full effects would serve to keep the 
patient moving toward health. In order to 
accomplish this the referring psychotherapist 
committed himself to 15-minute visits at 
the bedside of his patient 3 mornings per 
week (in addition to his regularly scheduled 
therapy hours with the patient). The best 
time was at the termination of hypoglycemia. 
He made arrangements to have one consul- 
tation per week with the insulin-ward psy- 
chiatrist. Memoranda from the OT depart- 
ment and the observations of the ancillary 
personnel, plus the verbalizations and actions 
of the patients in the group, were discussed 
and the therapist gained greater knowledge 
of his patient’s living outside the therapy 
hours. That this focusing of therapy was 
beneficial is illustrated by the following case: 


Mr. Y., a 35-year-old amputee, was admitted fol- 
lowing a 4-year struggle with uncontrollable anx- 


iety. 
swea 
tions. 
parai 
oid i: 
every 
and | 
to th 
gave 
upset 
divid 
tage 
the p 
intery 


TI 
of in 
in m: 
fects 
iety, 
total 
ticed 
patie 

A. 
Sion ¢ 
10 da 

Th 
catior 
10 da 
mark 
energ 
It reb 

nervo 
gry at 
The 
of the 
observ 
distur 
call in 
of the 
“expat 
stinctu 
Sor 
feel th 
gone t 
ondary 
belchin 
are 
days) 
tension 
ing the 
Sedatir 
Io day 
logical 


2 


emia. 
nsul- 
psy- 
-part- 
illary 
stions 
ussed 
‘ledge 
erapy 
y was 
case: 
ed fol- 
le anx- 


1950] 


H. SADLER AND S. RUBIN 


353 


iety. There were many secondary manifestations: 
sweating, tremulousness, diarrhea, many somatiza- 
tions, and furthermore signs of decompensation into 
paranoid schizophrenia. He had long been a schiz- 
oid individual. He found it necessary to “pay for 
every kindness—can’t accept good from anybody 
and be comfortable.” This was relatively unknown 
to the team, until reported by an aide: “Mr. Y. 
gave me a dollar for fixing his bed up and got very 
upset when I told him I couldn’t take it.” The in- 
dividual therapist used this material to good advan- 
tage in pointing out at the proper time to the patient 
the persistence of early attitudes that affected all 
interpersonal relationships. 


THE PATIENT IN INSULIN 


The psychological and physiological effects 
of induced hypoglycemia have been discussed 
in many papers(3-6). Generally 3 major ef- 
fects are noted: sedation, diminution of anx- 
iety, and an increase in body weight. In the 
total program described above, we have no- 
ticed a rather sequential response in our 
patients. 

A. Manifest anxiety and psychomotor ten- 
sion ameliorate, then disappear, usually after 
10 days. 

The patient’s own observations are indi- 
cations of his progress. Within the first 
10 days (6-8 subcomas) patients often re- 
mark: “It’s like this stuff drains off your 
energy—like you sweat out all the worry. 
It rebuilds you and makes you strong. Your 
nervous system relaxes: It makes you hun- 
gry and tired, like you’d done a day’s work.” 

These remarks probably contain a grain 
of theoretical truth, for it does seem to the 
observer that the induced hypoglycemia, the 
disturbed homeostasis, the threat of coma, 
call into action all the “righting” mechanisms 
of the body to restore equilibrium—thereby 
“expanding” or “draining off” biological (in- 
stinctual) energy. 

Somatizations disappear first: “I didn’t 
feel that pain this morning—that headache is 
gone today.” Anxiety equivalents and sec- 
ondary manifestations diminish so that 
belching, diarrhea, nausea, frequency, etc., 
are soon ameliorated. Gradually (8-10 
days) the anxiety diminishes, psychomotor 
tension disappears, and the patients nap dur- 
ing the forenoon and sleep soundly at night. 
Sedatives are generally not requested after 
10 days. Clinical observations and psycho- 
logical tests reveal that the patient is able to 


2 


concentrate better(13). This is reflected in 
his increased attention to OT projects, sports, 
etc. 

As the patient experiences acceptance by 
the group, the feelings of loneliness and re- 
jection begin to fade away and he “belongs” 
again. One notices the beginning of friend- 
ships, warmth in his laughter, and many self- 
reflections are expressed: “How could a guy 
get so fouled up that he’d hate people to be 
around him.” 

The psychological regression induced by 
the subcoma reaches the level of the hungry 
child. The oral rhythm, deprivation—satis- 
faction, is apparently the operative factor in 
this stage of the program. The demands of 
this psychological level are met by the at- 
tention and attitude of the staff, who sit by 
the bed, feed orange juice, etc. Insofar as 
possible all personnel are supportive, at- 
tentive, and noncritical. Their goal is to 
allow the patient to experience this new 
feeling of internal harmony in an accepting 
environment.® 


Mr. C. a 25-year-old ex-marine, now a college 
student, had suffered for 4 years with increasing 
distress. He complained of nervousness, “shaki- 
ness,” inability to focus on study material. He had 
experienced transient episodes of hysterical paraly- 
sis. He had headaches, diarrhea, nausea, vemit- 
ing, and constant abdominal distress. (Small ulcer 
craters had been demonstrated occasionally by 
x-ray.) There were feelings of depersonalization. 
He feared going insane and had phobias of brain 
destruction. There were ruminative thoughts about 
suicide. He was well motivated and had an IQ 
of 128. He was referred to the insulin ward because 
he continued to show signs of decompensation in 
the hospital situation, and was near a schizophrenic 
break. 

He responded well to 30 u. and after the fifth 
subcoma his therapist noted: ‘Patient more secure, 
has had no complaints of former nature—appetite 
is excellent, there are no gastric symptoms.” On 
the tenth day he became freely mobile and friendly 


3 Often in spite of good indoctrination and un- 
swerving support the patient responds to the early 
doses of insulin with increased anxiety, leading to 
intense fear and refusal to cooperate. Two methods 
of dealing with this problem have been found use- 
ful: (1) Administration of Nembutal gr. 14, one- 
half hour before insulin injection. (2) Adminis- 
tration of large doses of insulin (increase by incre- 
ments of 20 u. instead of 10) and sitting by the bed 
during the results, terminating the patient orally 
if signs of coma intervene. Group support is a large 
factor: “Don’t worry—we all felt that way, it'll be 
O.K.—just let yourself relax, etc.” 
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in the group. His progress was steady. He was 
discharged after 23 subcomas and returned to work 
as a civil service clerk, to await the fall semester 
of college. 


B. The patient experiences a real change 
in his perception of his body image, with a 
concomitant feeling of well-being. This oc- 
curs about the third week. 

A shy patient with schizoid features 
remarked after he had been reprimanded 
for getting drunk and overstaying a pass: 
“What do you expect, you build up our 
bodies and make us men again. I feel like 
a caged animal.” 

The subjective evaluations of the patients 
during this period indicate a real feeling of 
well-being. Once again they can eat well, 
sleep well, and relax. Sexual fantasies in- 
crease and the patients begin to talk of 
dates, women, etc. The observer notes 
actual change in the physiognomy (3rd-4th 
week). Aside from the fact that there is 
weight gain, there is an improvement in 
posture, and bearing, there is a springiness 
to the step. The hair has a gloss, the skin 
shows good tone and color. Physiological 
manifestations such as diarrhea, constipa- 
tion, vomiting, etc., disappear. The patients 
feel active and well. Many go to the gym 
“to convert the fat to muscle.” Many revive 
active interest in old sports, hobbies, etc., and 
work hard at these active interests. With 
their attention directed once more to the 
world about them they begin to ask for passes 
and reenter the community as a participant. 

During this phase active OT and recrea- 
tional programs are prescribed. The thera- 
pist begins to see the patient actively and 
his self-reflections are discussed. 

C. The rigidity of the “defense” structure 
begins to loosen, about the third to fourth 
week. 

With the diminution of the threatening 
forces of anxiety, the various tension-reliev- 
ing devices of the personality become less 
essential. The patient becomes more spon- 
taneous, warmer in interpersonal relation- 
ships, more comfortable in the group, and 
able to communicate his feelings without fear 
of censure or rejection. His attention span 
and ability to concentrate are greatly im- 
proved. These findings are substantiated by 
psychological tests during this period. Gen- 


erally the total score in the test performance 
improves(1I3). 

Relatively symptom-free, feeling well and 
seemingly a new man, the patient begins to 
use the group, and his therapist, as mirrors 
for reflection. He spontaneously seeks indi- 
vidual psychotherapy as a means to under- 
stand these reflections. The factors that kept 
him from this relationship at the time of 
admission (anxiety, rigid defense structure, 
etc.) are no longer deterrents and psycho- 
therapy begins relatively intensively. 

A 33-year-old veteran entered the hospital be- 
cause his hypochondriacal complaints of about 2 
years’ duration were so numerous and fixed that 
he was disabled from working. Secondary mani- 
festations were present (poor appetite, belching, 
diarrhea, nausea, vomiting, ringing in the ears, etc.). 
His patterns of defense included repression, avoid- 
ance, denial, etc. It was felt after clinical examina- 
tion that his character structure was of the narcis- 
sistic type. 

After 3 weeks on the service he began testing his 
abilities against other members of the group in 
baseball, chess, wood-shop, etc. He spontaneously 
sought psychotherapy with the phrase: “I got to do 
something about this, the fellows think I’m O.K.” 
From this point on psychotherapy went along 
smoothly. His reactions to stressful situations were 
actively dealt with. His hypochondriasis was in 
remission and he was discharged from the hospital 
8 weeks after entrance (20 subcomas). He returned 
to a responsible position as the owner of a small 
business enterprise. 


D. There is a beginning stabilization of 
the personality, fourth week. 

The patient begins to accept his personal 
limitations and seeks to find his true level 
of social functioning, usually with a different 
value system. 

Evidence of this stabilization is first seen 
in the patient’s improving sense of social 
judgment, and in reality testing in the hos- 
pital situation and on passes from the hospi- 
tal, etc. The patient moves constantly to 
bring about a positive change in the factors 
that previously produced stress. Personal 
value systems are constantly discussed and 
when the patient feels the reaction of the 
group sufficiently strong he usually discusses 
his reaction with his therapist. One potent 
factor leading quickly to this introspective- 
stabilizing period is the frankness and direct- 
ness of the group appraisal: “S., you can’t 
live in that neighborhood—it’ll break you, 
too ritzy for you.” “B., you’d make a better 
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salesman than you would a teacher—you 
can’t work under people—too interested in 
what they think of you.” 

Often these remarks involve a real af- 
fective experience for the patient: “Gee, 
Doc, Mr. B. said I was dating Miss E. just 
to get even with my wife. I love my wife, 
I think, but I’ve been thinking a great deal 
about it since then.’”’ Generally the therapist 
is most active during this period pointing 
out limitations of personality and support- 
ing reality judgments. The social workers 
and vocational rehabilitation department are 
interested and helpful and the patient’s day 
of departure is steadily under consideration. 

In general all the patients tend to accept 
a more comfortable social adjustment and 
their value systems are more in keeping with 
their personality limitations. 


Mr. B. gave up teaching school and became a 
salesman. “I don’t have to fit into a program, I 
can move on my own.” Mr. C. moved from a 
“ritzy” neighborhood with social and financial de- 
mands far above his ability to meet them. Mr. X. 
gave up college for a civil service job. 


It will be remembered that the patients 
dealt with here were veterans who had been 
maladjusted for periods of 3-5 years. Gen- 
erally their character (personality) limita- 
tions were fairly obvious to the physician. 
However, in their rehabilitation from the 
military service these men had been guided 
to, or found themselves functioning in, 
untenable social and vocational situations. 
These situations exerted a constant threat: 
the rigors of college study in a poorly pre- 
pared student, the social and financial de- 
mands of a large and unplanned family in a 
compulsive individual, etc. For these reasons 
we hesitate to appraise “insight” gained, or 
evaluate character change. We operate rather 
in a much more limited sense: personality 
stabilized and social environment improved, 
with anxiety relieved. No doubt some pa- 
tients did gain insight. There have been 
indications of it. 

The comment has often been made, and 
justly so, that in each psychotherapeutic 
milieu one expects to observe the sequen- 
tial changes toward more comfortable liv- 
ing noted above. The important factor to 
consider here is time. We have achieved 
positive results (remission in the hypochon- 


driasis of a narcissistic character, for ex- 
ample) in a period of 6-8 weeks. Further- 
more, by using group methods 8-12 patients 
may benefit simultaneously. To realize the 
value of this approach one needs only to re- 
call the expense, the frustration involved, 
and the length of time required, to treat one 
of these difficult psychosomatic cases by in- 
dividual psychotherapy in any milieu. 


SUMMARY 


A program is described that has proved 
useful in practice. It is based on the opera- 
tion of a psychiatric team. It is designed 
to give maximum treatment to a group of 
psychosomatic cases so disabled by their anx- 
iety that they could not relate themselves 
in a therapeutic situation. The program in- 
volves the use of subshock insulin as an ad- 
junctive therapy helpful in allaying anxiety, 
improving the patient’s well-being, and mak- 
ing him more accessible to psychotherapy. 
The subshock insulin treatment moreover 
serves as the agent around which a homo- 
geneous group of patients can be formed. 
The observers note the therapeutic value of 
the structure, i.e., a homogeneous group 
within a heterogeneous group. A general 
tendency toward the remission of symptoms 
is pointed out. The observation is made that 
there should be a trained correlator-observer 
in programs for treating patients in a large 
therapeutic milieu, for the individual psycho- 
therapist is often not aware of his patient’s 
actions-in-living. 
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THYROID FUNCTION MEASURED BY SERUM PRECIPITABLE 
IODINE DETERMINATIONS IN SCHIZOPHRENIC 
PATIENTS * 


EUGENE B. BRODY, M.D., ann EVELYN B. MAN, Pu.D., 
New Haven, Conn. 


There is a large literature concerned with 
the question of thyroid dysfunction in schiz- 
ophrenia. This is partly because of the well- 
known personality features of hypo- and hy- 
perthyroidism, and partly because of the inti- 
mate relationship of thyroid hormone to the 
level of all metabolic processes including 
those of the central nervous system. 

Hoskins, who reviewed the schizophrenia 
problem from the biological standpoint (6), 
has stated that one of the most characteristic 
features of the psychosis appearing at the 
metabolic level is a deficiency in the uptake 
of oxygen. This cannot be directly attributed 
to thyroid hypofunction, however, as thyroid 
therapy is followed by clinical improvement 
in only a small percentage of patients in 
whom other evidences of thyroid deficiency 
are noted. In fact, schizophrenic subjects 
seem to exhibit less than normal responsivity 
to thyroxin or desiccated thyroid substance, 
as well as to such other oxidative stimulants 
as adrenin and dinitrophenol. Cohen and 
Fierman(4) described physiological changes 
after thyroidization in schizophrenics in 
1928, but it was emphasized in a more recent 
paper by Cohen(3) that in none of the schiz- 
ophrenic patients studied was it possible to 
demonstrate clearly the physical symptoms 
commonly found in hyperthyroidism. Ele- 
vation of the serum iodine and basal meta- 
bolic rate, as well as signs and symptoms of 
hyperthyroidism in euthyroid schizophrenic 
subjects following ingestion of unusually 
large amounts of desiccated thyroid, has, 
however, been reported by Riggs, Man, and 
Winkler (12). 

On the basis of the available evidence, 
Hoskins(6) concluded that the most impor- 
tant causes of defective oxygen assimilation 
in schizophrenia may be found in the tissue 
enzyme systems. More recently Danziger 


1 From the Department of Psychiatry, Yale Uni- 
versity School of Medicine. 


and Kindwall(5) reviewed evidence sug- 
gesting to them that “the necessary and suffi- 
cient condition for mental disorder” is a de- 
pression of cerebral metabolism. They at- 
tributed this to the failure of certain respir- 
atory enzyme systems, probably associated 
with defective thyroid and adrenal cortical 
function. Reduced basal metabolic rates 
were assumed to indicate low levels of thy- 
roid function. On the basis of this hypo- 
thesis these investigators treated 19 psy- 
chotic (of whom 13 were schizophrenic) and 
5 psychoneurotic patients with prolonged and 
vigorous thyroid therapy, reporting recovery 
in all patients except 2 of the psychoneu- 
rotics. This recovery was said to be due to 
stimulation of cerebral respiratory enzyme 
activity by the administered thyroid material, 
and the failures of other workers to obtain 
comparable results were ascribed to insuffi- 
cient dosage or lack of persistence in treat- 
ment. 

In view of these findings it seems impor- 
tant to determine the level of thyroid func- 
tion in schizophrenia by some method other 
than the level of oxygen consumption, which 
reflects not only the level of thyroid hormone 
elaboration but also the activity of many 
other factors. With this knowledge it may be 
easier to evaluate the results of thyroid treat- 
ment in this disorder, and the hypothetical 
formulations of those carrying out such 
treatment. In addition it seems desirable to 
distinguish between various schizophrenic 
subgroups, diagnostic and descriptive, in 
this respect since it is well known that the 
label schizophrenia covers a wide range of 
clinical manifestations. 


METHODS 
Serum precipitable iodine levels were de- 
termined in the biochemistry laboratory of 
the department of psychiatry * by the method 
2 Now under the direction of the Department of 
Internal Medicine. 
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of Man, Smirnow, Gildea, and Peters(8), 
and Riggs and Man(11). The clinical data 
were derived from the charts of 57 schizo- 
phrenic patients who were resident in the 
Yale Psychiatric Clinic from periods ranging 
from a few weeks to several months. Serum 
precipitable iodine determinations for the 
diagnosis of hypothyroidism in psychiatric 
patients have made it possible in this clinic 
to differentiate primary schizophrenia from 
the schizophrenic symptoms sometimes ac- 


TABLE 1 
D1AGNosTic GROUPINGS 


Serum precipitable iodine 
(gamma percent) range 
A. 


Lower Upper 

Group N limit Mean limit 
2 4.9 5.5 6.2 
Unclassified ..... 5 3.9 4.9 6.5 
Hebephrenic ..... 9 4.6 6.2 se 
Catatonic ....... 10 4.0 5.2 6.5 
Paranoid ........ 31 3.2 5.3 8.1 
All patients ..... 57 3.2 5.4 8.1 

TABLE 2 


DESCRIPTIVE GROUPINGS 


Serum precipitable iodine 


(gamma percent) range 

‘Lower Upper 

Group N limit Mean limit 
Hyperactive ..... 9 3.2 4.4 Sz 
12 3.2 5.6 6.9 
Depressive ...... 17 3.9 5.2 6.4 
Withdrawn ...... 17 3.2 5.9 rey 4 
2 4-3 6.2 8.1 


companying hypothyroidism. All subjects 
with thyroid disease have been excluded 
from this group of 57 schizophrenics. 

The majority of these patients were under 
the personal care of one of the authors (E. 
B.) during their period of hospitalization 
from 1944 to 1946. Iodine was measured in 
the serum in many for research purposes, 
but in the majority to rule out the possibility 
of thyroid disease. 


RESULTS 


The data are presented in Tables 1, 2, and 
3 and Fig. 1. Inspection reveals that in gen- 
eral the ranges of the various categories are 
similar, and that the mean values do not dif- 
fer from each other to a greater degree than 


1.0 gamma percent, the range of error for 
the iodine method. There are 2 exceptions. 
One is the mean for hebephrenic patients, 
which is higher than that for other groups, 
but as seen in Fig. 1 the hebephrenic levels 
do not include most of the highest individual 
readings, which are drawn from several 
groups, chiefly the paranoid. Another excep- 
tion is the mean level for hyperactive pa- 
tients, which appears to be definitely lower 
than that for all other subgroups. 


TABLE 3 
Acre, Sex, Bopy BuILp 


Serum precipitable iodine 
(gamma percent) range 


Lower Upper 
Group N limit Mean limit 
Age 25 or less.... 5 3.9 4.9 7.3 
Age 45 or over... 6 4.0 5.6 8.1 
Age 25-45 ....... 46 3.2 5.5 7.7 
13 4.0 5.7 7.2 
14 4.0 5.5 8.1 
30 3.2 5-3 a9 
19 4.0 5.5 6.9 
38 3.2 5.4 8.1 
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DISCUSSION 


The data suggest that for the group of 
schizophrenics as a whole there is no signifi- 
cant deviation of thyroid function from the 
normal. There are suggestions that more in- 
tensive study might reveal differences among 
subgroups, but these data are not sufficient 
to confirm such an impression. 

The mean serum iodine level of 5.4 gamma 
percent for the entire group is not signifi- 
cantly different from a mean of 5.5 gamma 
percent reported by Brody(2) for a group 
of 125 psychiatric patients of all varieties, or 
from one of 5.3 gamma percent reported by 
Man and associates(7) for a group of euthy- 
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roid patients. Peters and Man(g) have re- 
ported low serum precipitable iodine values 
for certain patients on the psychiatric service, 
but these, with one exception, have been in 
nonschizophrenic individuals. 

Bowman and associates(1), who have 
most recently studied this problem, have also 
failed to discover any consistent difference 
from the normal in the thyroid function of 
a mixed group of psychiatric patients when 
measured either by serum iodine levels, or 
by the use of radioactive iodine, I **. 

The two subgroups with the most marked 
deviation of mean serum iodine values from 
the average are the hebephrenic with a high 
level (mean 6.2 gamma percent) and the 
hyperactive with a low level (mean 4.4 
gamma percent). No explanation is offered 
for these findings at this time although many 
speculative possibilities suggest themselves. 

If the hormonal output of the schizophre- 
nic thyroid is within the range of that of the 
normal population, it seems unlikely that thy- 
roid hypofunction is responsible for the low 
basal metabolic rates reported. This is inter- 
preted as further evidence for the hypothesis 
that the schizophrenic organism is not as 
sensitive to circulating thyroid hormone as 
is the nonschizophrenic. The explanation 
for this may be found in the organization of 
the central nervous system, in the activity of 
certain enzyme complexes as has been sug- 
gested, or it may be a function of some other 
endocrine imbalance. The latter idea is sup- 
ported by the numerous reports from Worces- 
ter, Montreal, and other laboratories indi- 
cating defective adrenocortical responsivity 
in schizophrenia. Another theoretical for- 
mulation is suggested by the work of 
Rheingold(10) who, in 1939, reviewed evi- 
dence indicating that the thyroid hormone 
acts through the hypothalamus. He postu- 
lated that the same diencephalic disturbance 
might account for both the apparent hypo- 
thyroid state of many schizophrenics and 
their resistance to the effects of administered 
thyroid substance. It may be significant, 
however, that interruption of cortico-thalamic 
circuits in schizophrenic patients by pre- 


frontal lobotomy does not result in any con- 
sistent change in the level of circulating 
thyroid hormone(13). 


SUMMARY 


A study of the serum precipitable iodine 
values in 57 schizophrenic patients reveals 
no essential differences from the normal, al- 
though subgroup variations are suggested in 
the hebephrenic (high) and _ hyperactive 
(low) group. These data suggest that the 
hormonal output of the schizophrenic thyroid 
is within normal limits, and that the low 
basal metabolism of schizophrenics is a func- 
tion not of low thyroid activity, but of de- 
fective responsivity of the schizophrenic or- 
ganism to circulating thyroid hormone. 
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AN EXPERIMENTAL RORSCHACH DIAGNOSTIC AID FOR 
SOME FORMS OF SCHIZOPHRENIA * 


ZYGMUNT A. PIOTROWSKI, Pu. D.,.ann NOLAN D. C. LEWIS, M.D. 
New York, N. Y. 


This article offers an experimental for- 
mula based on the perceptanalytic Rorschach 
method(8), which may be used as an aid in 
the differential diagnosis between psycho- 
neurosis and schizophrenia. The formula 
would not apply to all cases but only to those 
that have few whole responses (no more 
than 6, this being the average number of 
wholes produced by adults) and/or a sum 
of bright shading responses not smaller than 
the sum of color responses. These conditions 
limit the applicability of the formula to about 
one-third of schizophrenics. The vast ma- 
jority of this third of schizophrenics are 
early or mild cases. 


RATIONALE 


The diagnosis of schizophrenia, not diffi- 
cult in advanced cases, can be very difficult 
in milder cases and in those just beginning 
to express complaints. A confusion of schiz- 
ophrenia with psychoneurotic phenomena re- 
sults from the similarity of mental mechan- 
isms in human beings. The life experiences 
of persons are from birth until death rather 
similar in the general pattern. Therefore, 
conceptions of the psychoneuroses and the 
schizophrenias should not be constructed on 
the basis of the surface similarities in the 2 
groups of disorders, but rather upon the dif- 
ferences. There are few single personality 
traits that differentiate reliably schizophren- 
ics from neurotics. Moreover, these traits 
occur usually in advanced cases of schizo- 
phrenia. They are found rarely in mild psy- 
chotic cases, which present the greatest prob- 
lems of differential diagnosis. In these cases 
patterns of psychodynamically related traits 
and not aggregates of single traits must be 
employed to assure success(4). 

Responses to the Rorschach plates are 


1 This is part of an investigation supported by 
a research grant from the National Institute of 
Mental Health of the National Institutes of Health, 
Public Health Service. 

From the New York State Psychiatric Institute. 
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scored according to several formal criteria 
and are then tabulated. Rorschach himself 
pointed out that the tabulated data could not 
differentiate between neurotics and schizo- 
phrenics and that it was “impossible to fur- 
nish instructions of how to reach a diag- 
nosis.” The differences in the tabulated 
scores are correlated rather closely with the 
form of tle illness and the way the patient 
adjusts to his illness but not very much with 
the illness itself. Thus there is a much 
greater difference between a catatonic and a 
simple schizophrenic than. between a cata- 
tonic schizophrenic and an obsessive-com- 
pulsive psychoneurotic. Nonetheless, Ror- 
schach himself and many others studied the 
frequency with which various components 
or scoring categories are found in various 
groups of psychiatric patients. Some valid 
group differences were found but the over- 
lap between the groups was so great that 
even aggregates of components studied sin- 
gly failed to be of value in the diagnosis of 
individual cases. If satisfactory perceptan- 
alytic diagnostic criteria are desired, a new 
procedure must be developed that will be 
based not on components selected merely as 
a result of statistical group differences, but 
on principles that interrelate the components 
of the Rorschach perceptanalysis, expressing 
their mutual psychological dependencies and 
arranging them into a dynamic system(6). 
This new systematic experimental procedure 
parallels clinical psychiatric thinking. 

The principle that underlies our diagnos- 
tic formula states that capacity for energy 
output is approximately equal to the capacity 
for energy control in the case of the psycho- 
neurotic and of all persons without organic 
diseases of the brain. In the schizophrenics, 
however, there is a significant disproportion 
between energy capacity and energy control. 
This principle implies a qualitative difference 
between the neuroses and the schizophrenias 
and not merely a difference in degree. It was 
necessary to redefine a number of Rorschach 
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components in order to show how they mea- 
sure energy capacity or energy control(7). 
The same principle holds true in clinical psy- 
chiatry. A psychosis rather than a neurosis 
is suspected when the patient displays very 
intense and unusual fears with only vague 
and changing reasons cited by him to explain 
his fears; or when a patient shows complete 
indifference to losses and disappointments 
which usually cause much anxiety and fear. 
On the other hand, when a change in the 
emotional status follows important changes 
in the life conditions, when an adequate de- 
gree of joy follows great success and an 
adequate degree of sadness follows misfor- 
tune, and when there are no primary thought 
disturbances, a psychosis appears improbable. 

Our alpha formula applies to early, mild, 
incipient, and pseudoneurotic(1) forms of 
schizophrenia in whom the clinical expres- 
sions of the psychosis are indefinite and 
masked, preventing an easy and valid recog- 
nition of psychosis because of the unimpres- 
sive clinical symptoms. In such cases it is 
difficult to determine the existence of pri- 
mary thought disturbances because they are 
mild and usually are not conscious to the 
patient. Consequently they are frequently 
overlooked in a clinical examination. Our 
perceptanalytic procedure is novel in that it 
is based on a pattern of dynamically inter- 
related mental processes discoverable by re- 
defined and interrelated Rorschach compo- 
nents. Another modification consists of mak- 
ing the interpretation of Rorschach records 
for diagnostic purposes similar to the diag- 
nostic reasoning of the clinical psychiatrist. 


INVESTIGATION 


Pre-follow-up Rorschach records of fol- 
lowed patients taken at the time when the 
patients were hospitalized (voluntarily) at 
the New York State Psychiatric Institute 
have been used to develop the formula. The 
following components were selected for the 
diagnostic formula: W, =C, 3c-=C, c’-shock, 
and F+%<7o0. The letter W symbolizes 
responses covering entire inkblots and not 
merely details of them. =C symbolizes the 
sum of color responses computed according 
to Rorschach; 4 point was given to each 
form-color response, a full point to each 


color-form response, and 1} point to each 
pure color response. The sum of bright shad- 
ing responses was computed as follows: 14 
point for each c, a full point for each Fc, 
and 4 point for every 2 shading responses 
subordinate to any movement or color re- 
sponse (Mc, CFe, etc.). By c’-shock is sig- 
nified a shock reaction to the nonbright, dark 
nuances of gray. A patient was considered to 
have displayed dark shock if he failed to give 
any scorable response to plates IV or V, re- 
gardless of whether any other plates were 
also failed ; if his initial reaction time to plate 
IV was longest, regardless of whether any of 
the plates remained uninterpreted ; or if his 
initial reaction time to plate IV was longer 
than the average reaction time for all plates, 
and the first scorable response to it was pre- 
ceded by a comment indicative of shock, 1.e., 
by such remarks as “this one is difficult,” 
“it’s a monstrosity,” and similar ones. The 
percentage of sharply perceived forms was 
calculated by dividing the number of sharply 
perceived forms (the visual image projected 
onto the plate corresponding closely to the 
shape of the interpreted area) by the number 
of all form responses, Fc’, F, and Fc. When 
these 3 categories contained less than Io re- 
sponses, the animal movements, or FM, were 
included in order to raise the reliability of 
the computed percentage. When applying 
this formula, the DW and WS are included 
with the common whole responses. A human 
movement response to plate III is scored W 
even when it refers solely to the gray areas. 
The =C component is the only one in which 
a minus score is possible. The difference be- 
tween the shading and color sums is disre- 
garded if 3c<=C; in such a case the score 
is zero. F+%<70 and c’-shock each re- 
ceive a score of I point when present. The 
total score is obtained by adding all the posi- 
tive weighted scores and subtracting all the 
negative weighted scores (Table 1). 


RESULTS 


There were important differences as well 
as similarities in the distribution of formula 
alpha scores within the followed and the 
nonfollowed groups (Table 2). The average 
scores of the 2 schizophrenic groups did not 
differ greatly ; even more pertinent was the 
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fact that the percentage of schizophrenics 
with scores below 3 points was about the 
same and did not exceed 10% in both groups. 
However, there was no such agreement in 
the neurotic groups. Six times as many 
nonfollowed as followed neurotics scored 3 
points or higher, and the average scores dif- 
fered greatly. 

How do these figures affect the validity 


merely on the basis of the Rorschach per- 
formance without the examiner’s personal 
knowledge of the patients, their symptoms 
or histories. The psychiatric follow-up diag- 
nosis of all the patients who, years ago, had 
been discharged from the Institute as schizo- 
phrenics (except one who developed an or- 
ganic disease of the brain) again was schizo- 
phrenia, demonstrating the high degree of 


TABLE 1 


Diacnostic ForMULA (ALPHA) FoR Psycuotic Patients WuHose Capacity For ENercy Controt Is 
GREATER THAN THEIR POTENTIAL ENERGY OutTPuUT 


Equivalent Raw scores 
weighted 
score V =C c’-shock F+%<70 
4 
2 2 
I 3-4 1.0-1.5 1.5-2.0 present present 
TABLE 2 
DISTRIBUTION OF SCORES IN FoRMULA ALPHA 
Schizophrenics Neurotics 
weighted Not Not depressive cerebral 
scores Followed followed Followed followed (depressed) cases Total 
N = 30 "= 970 N = 20 N = 20 N = to N = 30 N = 180 
10 I I om 2 
9 == I = — I I 3 
8 I I ~- — — — 2 
7 6 2 I — I — 10 
6 6 II — I 2 2 22 
5 7 22 -- 2 I 6 38 
4 4 13 ~— 2 3 8 30 
3 3 13 I 4 21 
2 2 4 5 - 3 17 
I — 3 6 I = 3 13 
I 3 3 9 
I 3 2 - 6 
Average Score ..5.23 4.50 50 1.50 4.90 3.47 3.69 


of the alpha formula? An answer can be 
found in the psychiatric follow-up diagnoses. 
One of us (N.D.C.L.) rediagnosed psychi- 
atrically 105 patients, including the 50 to 
whom formula alpha applies. The follow-up 
diagnoses were made on the basis of personal 
interviews, recent social histories, and up-to- 
date anamneses, but without knowledge of 
the earlier “blind” Rorschach diagnostic im- 
pressions. The latter are named “blind” be- 
cause they had been made (by Z.A.P.) 


reliability of this diagnosis. The reliability 
of the diagnosis of psychoneurosis was quite 
different. Only 20 out of 41 patients who 
had been discharged as neurotics retained 
their diagnosis. The remaining 21 developed 
definite signs of schizophrenia in the interval 
between discharge and follow-up; nearly all 
of them became chronic psychotics, hospital- 
ized in state institutions. Many patients dis- 
charged as neurotics refused to cooperate or 
moved to unknown addresses. It is probable 
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that the incidence of psychosis among the 
latter was smaller than among those patients 
we succeeded in contacting. Despite this, the 
opinion appears justified that there are few 
genuine neurotics among voluntarily hos- 
pitalized mental patients. The majority of 
patients in the New York State Psychiatric 
Institute frequently presented serious prob- 
lems of differential diagnosis because at the 
time of their first admission the neurotic 
symptoms were far more pronounced than 
the schizophrenic ones. 

The difficulties of recognizing mild forms 
of schizophrenia are expresssed in the old 
clinical statement that psychiatrists who 
know their patients well discover more cases 
of schizophrenia than those who do not know 
their patients adequately. Genuine difficul- 
ties of differential diagnosis are not the only 
reason for designating schizophrenics as neu- 
rotics. In certain circumstances some psychi- 
atrists deliberately diagnose schizophrenics 
as neurotics at the expense of scientific ac- 
curacy in order not to add to the patient’s 
burden. A diagnosis of neurosis carries with 
it more hope. Furthermore, the neurotic has 
a better chance to receive treatment in clinics, 
to find work, and to be encouraged by his 
family and by others. The patient as well as 
his family are not infrequently inclined to 
give up hope and treatment as a result of an 
inauspicious psychotic diagnosis. 

The “blind” perceptanalytic diagnoses are 
a more stringent test of the diagnostic capac- 
ity of the Rorschach method than percept- 
analytic diagnoses made with the knowl- 
edge of the patient and of his history. 
For 57 cases with pre-follow-up “blind” 
Rorschach diagnoses, the agreement be- 
tween these diagnoses and the psychiatric 
follow-up diagnoses was 91%. By compari- 
son, the agreement between the psychiatric 
rediagnoses and the earlier clinical discharge 
diagnoses was 61% in the same group of 57 
patients. For the remaining 48 patients with- 
out Rorschach “blind” diagnoses, the agree- 
ment between psychiatric rediagnoses and 
clinical discharge diagnoses was 83%. The 
difference between the 61% and 83% is a 
result of selection. “Blind” perceptanalytic 
diagnostic conclusions were requested more 
often for the difficult differential diagnostic 
cases than for the diagnostically easier cases. 


Although they were not obtained by means 
of a brief and standardized formula, they 
were reached with the aid of the principle 
that in purely psychogenic (psychoneurotic) 
cases there exists a proportion between 
energy output and energy control, while in 
the nonpsychogenic cases (in the psychoses 
and in organic brain diseases) there is a 
significant disproportion between capacity 
for energy control and capacity for energy 
output. Clinical psychiatric diagnoses be- 
ing the criterion, fewer errors were made 
when the perceptanalytic components of 
energy control prevailed over those of energy 
output. In the reverse case of energy con- 
trol being weak and energy output de- 
cidedly greater, more errors were made. 
The success of the “blind” experimental 
diagnoses was possible because the Ror- 
schach method is a psychological micro- 
scope. The microscopic data may be and are 
often misinterpreted, but if sound rules of 
psychiatric diagnosis are applied to the data 
the Rorschach method becomes a valuable 
diagnostic aid. 

In view of the facts that psychiatric diag- 
noses of schizophrenia were much more re- 
liable than those of neurosis, and that the 
formula alpha scores did not differ signifi- 
cantly in our followed and in the non- 
followed schizophrenic groups, while they 
differed markedly in our followed and non- 
followed neurotic groups, it is reasonable to 
assume that among the nonfollowed neurotics 
with high alpha scores were some schizo- 
phrenics. Had we employed our formula to 
the followed neurotics before the follow-up, 
we would have inferred erroneously, relying 
on the original clinical diagnoses available at 
the time, that 37% of the neurotics (11 of 
30) had alpha scores of 3 and more points. 
Such high scores were earned by 30% of our 
non-followed neurotics (6 of 20). Clinical 
observations of 3 of these patients revealed 
mild schizophrenic characteristics that were 
“not well developed.” In a fourth patient, 
schizophrenia was suspected but not proved 
at the time of admission to the hospital and 
was not ruled out after 4 months of psycho- 
therapy. 

In conclusion, if a patient’s Rorschach rec- 
ord (a) yields a score of at least 3 points, 
(b) contains no more than 6 whole respon- 
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ses, counting all varieties of whole responses, 
and/or (c) has a sum of bright shading re- 
sponses not smaller than the sum of color re- 
sponses, it can be assumed with approxi- 
mately 90% accuracy that the patient is suf- 
fering from a more severe mental disorder 
than neurosis (1.e., from a psychosis or cere- 
bral disease) even though he may also have 
unequivocal neurotic symptoms. An alpha 
score of 6 or more points leaves practically 
no doubt as to the existence of a psychosis or 
an early phase of an organic brain disease. 
If the diagnostic problem is limited to the 
choice between psychoneurosis and schizo- 
phrenia, the chances are 90 out of 100 that 
the patient is a schizophrenic when the above 
requirements (a), (b), and (c) are met. If 
requirements (b) and (c) are met, but not 
(a), w.e., if the score is less than 3 points, the 
chances of a psychoneurosis are gO out 
of 100. 

Brain Diseases Versus Schizophrenia.— 
The aim of formula alpha is to aid in the dif- 
ferentiation of nonpsychogenic from purely 
psychogenic cases. Additional criteria are 
needed to identify various nonpsychogenic 
disorders. A complete distinction between 
a schizophrenic psychosis and a demonstrable 
brain disorder cannot be made even with a 
perfect criterion because these disorders may 
exist in the same patient(3). Epilepsy is not 
rare in schizophrenics. Many older schizo- 
phrenics develop cerebral arteriosclerosis. 
The main difference is one of intellectual 
level, the average organic patierit being 
farther from the level of healthy functioning 
than the average schizophrenic. The organic 
is much more insecure in his thinking and in 
his adaptation to intellectual problems but 
much more desirous to succeed in general 
adaptation to life than is the schizophrenic. 
In most cases the differentiation is easy and 
reliable. The most valid differentiating cri- 
teria in the less obvious cases are hard to de- 
fine although they become clear with suffi- 
cient experience. 

One of them is the patient’s attitude to his 
task. During the Rorschach examination, the 
organic patient pays continuous attention to 
the plates trying his best. However, his 
imagination is impoverished, he repeats him- 
self frequently, he is very insecure, he is in- 
clined to ask whether his responses are satis- 


factory, he often appears helpless and depen- 
dent. The schizophrenic, on the other hand, 
usually keeps a distant attitude toward the 
plates, showing little desire to know whether 
he is correct or pleasing the examiner. He 
gives the impression of thinking about a 
great many other topics beside the interpreta- 
tion of the plates even when he appears very 
cooperative. Occasionally and unexpectedly 
his interest centers exclusively on a blot; he 
may then produce either a very good or a 
very poor response, but one that is likely to 
be original. As compared with a cerebral 
case, the schizophrenic is much more de- 
tached from the examiner and reality, and 
is rarely genuinely interested in social stand- 
ards of accomplishment and success. The 
schizophrenic is more disintegrated but his 
intellectual functions are less impaired than 
those of the cerebral case, although the latter 
is in closer emotional contact with his sur- 
roundings. With more intellectual power at 
his disposal, the schizophrenic is less earnest 
and less thorough in his approach to the task 
than the cerebral patient whose intellectual 
power is more deficient. The inferior intel- 
lectual functioning and the intellectual inse- 
curity of the organic patient are reflected in 
such perceptanalytic components as low per- 
centages of sharply conceived images, im- 
potence, and perplexity(5). On the whole, 
the schizophrenic expresses himself more di- 
rectly and competently, using fewer words 
per image than the cerebral case. 

Four specific signs are offered here as aids 
in dividing patients with high alpha scores 
(3 points or more) into schizophrenics and 
patients with organic cerebral disorders. The 
signs are produced much more frequently by 
schizophrenics than cerebral patients. They 
are not pathognomonic of schizophrenia but 
indicative of a higher intellectual function- 
ing, which is more like that of a healthy per- 
son than are the intellectual processes of the 
cerebral patient. 

Sign IndP (inductive perception) is given 
a value of 3 points when it occurs at least 
once in a Rorschach record. It consists of 
a gradual proceeding from small details to 
larger details or even wholes, when the latter 
include the former as constituent parts. Ex- 
amples of IndP are: “This is an eye, it’s a 
head,” the eye being an integral part of the 
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head. “These look like a woman’s shoes; it 
looks like a leg. It looks like a woman all 
dressed.” The patient is credited with this 
sign only if he produces it spontaneously and 
not as a result of the examiner’s inquiries 
concerning the patient’s responses. A variety 
of IndP, also given 3 points, consists of see- 
ing details that are integral parts of the same 
object although the object remains unnamed. 
For example: “An eye, long nose, a mouth.” 
Such a response is scored IndP if the details 
are spatially so related that they could form 
integral parts of the same whole. In re- 
sponses of this kind, the schizophrenics are 
apparently influenced by the image of a 
whole but fail to verbalize it. 

Sign Size, with a value of 2 points, is 
scored when, during the Rorsch&ch exami- 
nation, the patient mentions spontaneously a 
word pertaining to size: big, large, great, 
small, long, short, etc. It is important to note 
that only the positive degree of the adjective 
is taken into account and not its comparative 
or superlative degree, e.g., only “high” would 
be scored and not “higher” or “highest.” 
The presence of the latter degrees does not 
invalidate sign Size as long as the positive 
degree is also employed. 

Sign Frgm (fragmentation) is given the 
value of 2 points. A patient is credited with 
this sign if he “perceives” fragments of ob- 
jects, and employs a verb, adverb, or adjec- 
tive suggesting the process of producing 
fragments, such as, “separated from,” “cut 
away” “divided in two,” “broken off,” “in- 
complete,” “severed,” etc.(2). 

Sign Em] (emotional judgment) is given 
a value of I point. It implies an emotional 
comment in reference to a specific response 
or a general, emotionally toned remark about 
any of the Rorschach plates. Examples: 


-“foolish design’; “very silly, I think’; 


“grotesque”; “complications, bad enough” ; 
“nothing harmonious about it”; “funny hu- 
man body”; “peculiar face”; “an odd build- 
ing” ; “a nice picture” ; “I enjoy it”; etc. Re- 
marks suggesting that the interpretation of 
the plates is difficult or easy are not instances 
of EmJ. 

Sign IndP was produced by 15 schizo- 
phrenics and o cerebral cases; Sign Size by 
1g schizophrenics and 3 organics; Sign 
Frgm by 17 schizophrenics and 3 organics; 


and sign EmJ by 17 schizophrenics and 9 
organics. The maximum score obtainable on 
this list of 4 signs is 8 points. The average 
score of our 30 followed schizophrenics was 
4.5 points, and of the 30 cerebral disease 
cases was 0.7 point. The scores of the indi- 
vidual patients were distributed in the schizo- 
phrenic group as follows: score 0-2 patients, 
I-I, 2-3, 3-5, 4-4, 5-3, 6-6, 7-3, 8-3 patients ; 
in the cerebral diseases group: score 0-18 
patients, I-7, 2-2, 3-2, 4-1 patient. Thus, if 
the problem is one of deciding whether the 
patient is a schizophrenic or a case of an or- 
ganic brain disease, and if the patient earns 
a score of 2 points or more on the list of the 
above 4 signs, the chances are about 85 out 
of 100 that the patient is a schizophrenic ; 
it is almost certain that the patient is a schiz- 
ophrenic if he earns a score of 4 points or 
more. 

Manic-Depressive Psychosis Versus Schiz- 
ophrenia.—We are refraining here from pre- 
senting specific perceptanalytic criteria differ- 
entiating between schizophrenics and manic- 
depressive depressed psychotics because of 
the very small number of followed cases of 
the latter disorder. The difference between 
Rorschach records of schizophrenics and 
manic-depressive psychotics is far less pro- 
nounced than that between schizophrenics 
and brain disease cases. If the manic-depres- 
sive depressed psychotics are compared, as a 
group, with the schizophrenics, as a group, 
it is found that the former have a higher 
percentage of sharply conceived forms, 
fewer human movement responses, a more 
even performance level, few original and no 
bizarre ideas. The general behavior and the 
Rorschach performance of a manic manic- 
depressive psychotic is so conspicuous and 
unique as to present little difficulty in diag- 
nosis. 


SUMMARY 


One of several possible diagnostic percept- 
analytic formule deducible from a state- 
ment about the etiological difference in kind 
(and not merely of degree) between psycho- 
neurosis and schizophrenia has been devel- 
oped and applied to a group of followed and 
not followed patients. This alpha formula 
differentiated between these 2 mental dis- 
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orders to a high degree. However, it is ap- 
plicable only in about one-third of schizo- 
phrenic cases. Four additional differentiat- 
ing criteria have been devised to aid in the 
differential diagnosis between schizophrenia 
and organic cerebral disease. 
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A CENTRAL ACTION OF SOME ANTIHISTAMINES 


CoRRECTION OF Forcep CircLING MOVEMENTS AND OF SEIZURE Brain WaAvEs 
PRODUCED BY THE INTRACAROTID INJECTION OF DI-ISOPROPYL 
FLuoRoPHOSPHATE (DFP) * 


R. J. JOHNS, M.D., ann H. E. HIMWICH, M.D. 
Army Chemical Center, Md. 


In a previous investigation it was found 
that Benadryl (diphenhydramine) and Dra- 
mamine (diphenhydramine 8-chlorotheophyl- 
linate) were able to correct behavioral dis- 
turbances induced by DFP(1). The intra- 
carotid injection of subconvulsant doses of 
DFP induces in rabbits, cats, dogs, and 
monkeys a compulsive posture of the head 
and forced circling movements aWay from 
the injected side(2, 3). The administration 
either of Benadryl or Dramamine restored 
normal patterns of posture and progres- 
sion(I). 

In the present work an additional number 
of antihistamines were screened in an effort 
to determine which pharmacological mechan- 
ism was involved in the corrective effects of 
Benadryl and Dramamine. Because DFP 
destroys cholinesterase and presumably per- 
mits the accumulation of acetylcholine, we 
chose antihistamine drugs with various de- 
grees of atropinelike action to test the pos- 
sibility that the curative effects of Benadryl 
and Dramamine were responses to an atro- 
pinelike blocking of acetylcholine. We chose, 
as representative antihistamines, Antistine, 


1 Read at the 106th annual meeting of The Ameri- 
can Psychiatric Association, Detroit, Mich., May 
I-5, 1950. 

We wish to express our appreciation for the 
samples of the various antihistamines, which were 
obtained in the following chronological order: 

1. Dramamine and its constituents diphenhydra- 
mine and 8-chlorotheophylline, Dr. I. C. Winter 
of G. D. Searle & Co. 

2. Benadryl, Dr. G. Rieveschl, Jr., of Parke 
Davis & Co. 

3. Pyribenzamine and Antistine, Dr. F. E. 
Houghton of Ciba Pharmaceutical Products. 

4. Neoantergan, Dr. M. Carlozzi of Merck & 
Co., Inc. 

5. Thephorin, Dr. Parke Richards, Jr., of Hoff- 
mann-La Roche, Inc. 

6. Chlor-Trimeton, Dr. R. Tislow of Schering 
Corporation. 

7. Phenergan and Lergigan, Dr. B. N. Halpern 
of Hopital Broussais, Paris, France. 


Pyribenzamine, Neoantergan, Chlor-Trime- 
ton, Thephorin, Phenergan, and Lergigan. 
The first 4 have little or no atropinelike ac- 
tion; the last 3 are said to possess such an 
action(7, 8). 

When doses of DFP greater than those 
required to produce forced circling are given, 
grand-mal-like brain waves are observed(4). 
A second objective for this investigation was 
to study the effect of the various antihista- 
minic drugs upon these seizure patterns. 


METHOD 


The right common carotid artery of a rab- 
bit was exposed under local (procaine) anes- 
thesia and DFP (0.2 mg/kg) was injected. 
If the animal did not exhibit the adversive 
syndrome, additional injections of 0.1 mg/kg 
were made. Once the forced circling was es- 
tablished the various antihistamines were in- 
jected into the marginal ear vein in order to 
determine their effects on this adversive syn- 
drome. 

In studying the cortical seizures, the rab- 
bits were placed under artificial respiration, 
curarized, and the brain waves were recorded 
from a monopolar steel electrode pushed 
through the cranium over each cerebral hem- 
isphere. After the production of the seizure 
pattern by the injection of DFP into the 
right common carotid artery the various an- 
tihistamines were injected via the exposed 
femoral vein to study their effects on the 
abnormal brain waves. Each antihistamine 
was injected at the rate of I mg at intervals 
of one minute. If a correction of the seizure 
waves was secured, a period of time was al- 
lowed to elapse to determine whether or not 
the correction was stable. Then the dosage 
was raised to 2 mg/min. until the second con- 
vulsant pattern was produced. When a dose 
of 1 mg/min. failed to eliminate the abnor- 
mal waves, the rate of administration was 
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finally raised to 2 mg/min. before the failure 
was accepted. In some experiments the anti- 
histamines were administered without the 
previous injection of DFP, and the brain 
waves were recorded. Since an adequate 
blood pressure is needed to maintain seizure 
patterns, in all these experiments, femoral 
arterial pressure and electrocardiogram were 
continuously recorded in addition to the right 
and left electrocorticograms. Experiments in 
which shock supervened were discarded. 


RESULTS 


Effects of 7 antihistamines on the forced 
circling movements are presented in Table 1. 
It will be observed that the first 5 members 
of this series exerted no therapeutic action 
upon this syndrome in most instances. The 


late, at approximately 5 hours after the in- 
jection of DFP for instance, as to make it 
doubtful whether or not a spontaneous re- 
covery had taken place. On the other hand 
Phenergan or Lergigan in a single dose of 
3 mg/kg exhibited the same kind of results 
as those obtained with Benadryl and Drama- 
mine. In 20 experiments with Phenergan 
and Lergigan there were altogether 5 fail- 
ures. Among the latter, 3 were associated 
with convulsions and death, and in the other 
2 observations the animals were in extreme 
prostration and not able to walk. 

Cortical seizures due to DFP were abol- 
ished by Dramamine with an average dose 
of 3.3 mg/kg (4 observations). As can be 
seen from Fig. 1 and Table 2 a dose of 
Dramamine larger than that required to con- 
trol the abnormal waves evoked seizure pat- 


TABLE 1 


ABILITY OF VARIOUS ANTIHISTAMINES TO CorrECT Forcep CircLING MovEMENTS 


Dose 

Drug mg/kg 
Pyribenzamine hydrochloride ........ ae 
Thephorin hydrogen tartrate........... 4.4 
Antistine hydrochloride ............... 3.2 
Neoantergan maleate ...............-. 4.1 
Chlor-trimeton maleate ..............-. 4.1 
Phenergan hydrochloride ............. 3.0 
Lergigan hydrochloride ............... 3.0 


previous experiments showed that 5 mgm/kg 
of Dramamine would correct the adversive 
syndrome(1). The doses shown in column 2 
are equimolar amounts of the other antihis- 
tamines.2 The number of injections, in the 
case of failure to correct the syndrome, are 
indicated in the last column and do not neces- 
sarily yield information on the total number 
of injections. Many of the animals received 
a larger number of injections than indicated 
but these additional injections induced severe 
convulsions or death and further observa- 
tions were suspended. 

Among all the experiments conducted with 
the first 5 members of this group in one in- 
stance only, with Pyribenzamine, was a cure 
clearly demonstrated. In the other question- 
ably cured cases the amelioration came so 


2 The doses of Phenergan and Lergigan are 11% 
less than the equimolar amount as the hydro- 
chloride was not taken into consideration in the 
calculations. 


No. of No. of Multiple of dose 
cures failures used with failures 
1&1? 4 
2? 5 3, 4, 6, 6, 6 
2? 4 4, 4, 4, 5 
4 
8 2 I, 2 
7 3 
terns. In 2 animals, 16.2 mg/kg were re- 


quired. In 2 other experiments in which sub- 
convulsant doses of DFP were injected 23.1 
mg/kg were necessary. In 6 experiments on 
animals without previous injection of DFP 
an average dose of 20.3 mg/kg evoked the 
seizure patterns. There is no significant dif- 
ference between the amounts of Dramamine 
required to produce convulsions whether or 
not DFP was previously injected. 

3enadryl also stopped cortical seizures due 
to DFP with an average dose of 2.6 mg/kg 
in 4 observations. The failure of the pre- 
vious administration of DFP to influence the 
convulsant dose extends to Benadryl as well. 
An average dose of 11.6 mg/kg called forth 
seizure patterns in 8 animals that were not 
piemedicated, while 10.1 mg/kg caused sei- 
zures in 6 animals previously injected with 
subconvulsant doses of DFP. Atropine even 
in large amounts did not eliminate the ab- 
normal brain waves produced by Dramamine 
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or Benadryl, but would abolish seizures due 
to DFP. In one experiment with Benadryl, 
15.0 mg/kg were required to reproduce con- 
vulsant waves after a cure had been estab- 
lished. A constituent of Dramamine, 8- 


convulsions at an average dose of 30.1 mg/ 
kg. Phenergan exhibited inconsistent re- 
sults. In 3 of 5 instances spikes were elimi- 
nated with doses of 3.1, 9.1, and 14.4 mg/kg. 
In the fourth case the cure was only tempo- 


DRAMAMINE CURE 
AND REINVOC ATION 


C D 
pV. 1 SEC. 


Fic. 1.—R and L are recordings from the right and left cerebral cortex respectively. A. Control 
electrocorticogram. The frequency is 54/second and the amplitude is 150 microvolts. B. Seizure pat- 
terns produced by DFP, 1.5 mg/kg, administered into the right common carotid artery. The spikes 
have a frequency of 9/second and an amplitude of 300-400 microvolts. C. Elimination of seizure waves 
by Dramamine, 1 mg/kg. The 54/second frequency has been restored though the aperiodicity is some- 
what diminished while the amplitude is only slightly less than in the control tracings. D. Seizure patterns 
restored with larger dose, 15.6 mg/kg, of Dramamine. 12/second spikes of 200-400 microvolts are shown. 

In order to save space similar records obtained with other antihistamines are not presented. These 
include the correction of DFP-induced convulsant waves and were obtained with Benadryl, Phenergan, and 
Lergigan. Such a normalizing action did not occur with any of the other antihistamines studied in this 
investigation. The administration of Benadryl and Lergigan, like that of Dramamine, was continued 
after the correction until seizure patterns were called forth for the second time. The latter are indis- 
tinguishable from the convulsant waves evoked without the previous administration of DFP. The pro- 


duction of seizure waves with or without the preceding use of DFP was not attempted with any of the 
other antihistamines. 


chlorotheophylline, failed to produce convul- rary, while in the fifth animal Phenergan was 
sant seizures in 5 experiments. without an ameliorative effect. The other 5 

Lergigan was uniformly successful in antihistamines, Thephorin, Pyribenzamine, 
eliminating the seizure waves at an average Antistine, Neoantergan, and Chlor-Trime- 
dose of 2.2 mg/kg in 6 experiments. In 3 of ton, exhibited no therapeutic action against 
these experiments larger doses produced the DFP-induced seizure waves. 
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DISCUSSION correcting the syndrome, it seems hardly 


Forced Circling.—Previous work revealed 
that Dramamine and Benadryl are able to 
correct the adversive syndrome(1). It is seen 
from Table 1 that Phenergan and Lergigan 
were also effective, but that the other 5 anti- 
histamines were without such an action. It 
would be of aid in elucidating the differences 
between these 2 groups of antihistamines if 
we could make a correlation between the ac- 
tion of these antihistamines on the forced 
movements and some of their pharmacologic 
characteristics. 


probable that the action on the syndrome can 
be correlated with antihistaminic powers. 
The local anesthetic effect of Benadryl 
might seem important, but again Neoanter- 
gan is an even stronger local anesthetic. 
Whether or not the drugs potentiate the ac- 
tion of adrenaline, like Neoantergan and 
Pyribenzamine, or are sympatholytic like 
Thephorin appears to be unimportant. We 
are therefore left with a consideration of the 
atropinelike or antiacetylcholine actions. The 
latter would seem to be a possible hypothesis 
because DFP presumably causes the perpetu- 


TABLE 2 


ANTICONVULSANT AND CONVULSANT EFFECTS OF VARIOUS ANTIHISTAMINES 


No. of DFP 

Drug animals dose 
Dramamine .......... 6 
Dramamine .......... 4 Convulsant 
Dramamine: 2 Subconvulsant 
Benadryl HCl ........ 8 
Benadryl HCl ........ 4 Convulsant 
Benadryl HCl ........ 6 Subconvulsant 
Phenergan HCl ...... 5 Convulsant 
Lergigan HCl ....... 6 Convulsant 


Dose of Antihistamine mg/kg 
Benadryl HCl 
equivalent 


Anticonvulsant Convulsant 


20.3 12.7 
(15.7-27.0) 
3.3 16.2 10.1 
(1.0-5.7 (15.6-16.7) 
(27.0-19.2) 
11.6 
(5.5-22.0) 
2.6 15.0 
(1.0-5.6) 
10.1 
(5.6-16.0) 
(3.1-14.4) 
2.2 30.1 
(1.0-3.8) (19.7-49.0) 


* Permanent elimination of convulsant spikes occurred in 3 of 5 observations. 


The antihistamine drugs are many, and the 
various members of the group not only pos- 
sess different degrees of antihistamine action 
but also exhibit many other characteristics 
not equally well developed throughout the 
series. Neoantergan, Benadryl, and Antis- 
tine are more potent local anesthetics than 
procaine(5, 6). Some, like Thephorin, are 
sympatholytic while others including Bena- 
dryl, Neoantergan, and Pyribenzamine po- 
tentiate the action of adrenaline. Drama- 
mine, Benadryl, Phenergan, and Lergigan 
appear to evoke considerable atropinelike or 
antiacetylcholine effects but Neoantergan is 
devoid of such effects. All these drugs are of 
course antihistamines but since Neoantergan, 
a potent antihistamine, was not effective in 


ation of acetylcholine. Such actions of most 
of these antihistamines, including Thephorin 
(7), have been determined on excised ileum 
exposed to acetylcholine. It is possible, how- 
ever, that the spasmolytic result is due to a 
nonspecific antispasmodic effect exerted di- 
rectly upon smooth muscle rather than to a 
cholinergic blocking mechanism. Because the 
forced circling and the seizure patterns are 
presumably caused by excessive acetylcholine 
the present results indicate that Benadryl, 
Dramamine, Phenergan, and Lergigan pos- 
sess more powerful atropinelike qualities 
than the other antihistamines studied. 
Convulsant Brain Waves.—Benadryl, 


Dramamine, and Lergigan were able to cor-’ 


rect the grand-mal-like brain waves pro- 
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duced by the intracarotid injection of DFP. 
Phenergan, however, yielded inconsistent re- 
sults. It is therefore interesting that Lergi- 
gan exerts a stronger atropinelike effect than 
does Phenergan(8). These cures were stable, 
reproducing the control, aperiodic type of 
electrocorticogram. An overdosage, however, 
reinduced cortical brain-wave seizures. The 
latter type was different from the DFP- 
evoked convulsions, which are eliminated by 
atropine. Atropine exhibited no influence on 
the convulsions induced by these antihista- 
mines. None of the other 5 antihistamines 
corrected the convulsant brain waves. 
Functional Pathology.—tThe injection of 
small subconvulsant doses of DFP induced 
striking diminutions of cholinesterase activ- 
ity, more marked in the ipsilateral basal 
ganglia (caudate nucleus) than either in the 
contralateral ganglia or in the right and left 
cerebral cortex(Q) and probably causing ac- 
cumulations of acetylcholine in those struc- 
tures. With larger doses of DFP, how- 
ever, cholinesterase is profoundly depressed 
throughout the brain(ga), and then convul- 
sive brain waves are observed. In any case 
there is probably an accumulation of acetyl- 
choline in the brain and hence the atropine- 
like drugs might be expected to be corrective. 
The antihistaminic drugs have proved effi- 
cacious in conditions not obviously involved 
with an abnormal accumulation of histamine 
within the body. For example, Churchill 
and Gammon(1o) report that Benadryl but 
not Pyribenzamine decreases the frequency 
of petit mal seizures. Benadryl(11) has been 
found of value in the treatment of paralysis 
agitans. Dramamine has been used success- 
fully against motion sickness(12) as well as 
in the vomiting of pregnancy(13). Whereas 
the effects of Dramamine in motion sickness 
may be attributed to the peripheral or central 
effects of that antihistamine, in all other 
instances a central mechanism would seem 
to be the one indicated. In present results 
the elimination of seizure brain waves re- 
vealed in an unequivocal manner that this 
action of Dramamine, Benadryl, Phenergan, 
and Lergigan is exerted on central struc- 
tures. Similarly the correction of the forced 
circling movements takes place through an 
effect exerted upon a central mechanism(Q). 
It is not probable that the various distur- 


bances mentioned are caused by excessive 
histamine in different parts of the brain nor 
that the antihistamine effect of these drugs 
is operative but rather that the therapeutic 
results of these antihistamines are to be 
ascribed to some other influence, perhaps 
one similar to atropine. It is well known, 
for example, that atropine and atropinelike 
drugs (Caramiphen(14), Artane(15)) are 
beneficial in paralysis agitans. A basis of 
this beneficial atropinelike power is afforded 
by experiments in which evoked potentials, 
recorded from the optic cortex, are enhanced 
by the intracarotid injection of acetylcholine 
(16). This effect of a minute dose of acetyl- 
choline is augmented by DFP and reduced 
by atropine(17). Thus it would seem that 
cerebral transmission is a cholinergic phe- 
nomenon. Our previous work shows that 
atropine corrects both the forced circling 
movements (2, 9) and the seizure brain 
waves(4, 18) evoked by DFP. On the other 
hand it must be remembered that anticon- 
vulsant drugs bereft of atropinelike activity, 
such as Tridione, Dilantin, Pentothal, and 
Phenobarbital, are also capable of eliminating 
seizure brain waves(18). So far we have 
been able to correct the adversive syndrome 
only with atropine and scopolamine or Bena- 
dryl, Dramamine, Phenergan, and Lergigan, 
namely, antihistaminic drugs with atropine- 
like activity. 

An interesting phenomenon compatible 
with a central action of the antihistaminic 
drugs with atropinelike characteristics was 
observed when a few of the rabbits reacted 
to DFP and to excessive doses of the anti- 
histamines not only with the forced circling 
but also with convulsions usually of only 
moderate severity. Following the seizure 
the forced circling changed in direction from 
left to right. If the minor seizure ceased, 
then in a short time, approximately } hour 
or less, the left adversive movement would 
be reestablished. Occasionally such reversals 
could be observed more than once following 
additional minor seizures. The typical ac- 
tivity was therefore reversed by a minor 
seizure. Apparently a period of central 
hyperactivity was followed by a period of 
depression. 

It is well to compare the dosages of Dram- 
amine and Benadryl required both to correct 
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convulsant patterns and to evoke them. The 
formula of Dramamine reveals that it is 
the ether of diphenhydramine and 8-chloro- 
theophylline. The addition of a chlorine 
atom into theophylline in the 8 position 
renders that molecule distinctly acidic and 
capable of salt formation with amines. When 
the Dramamine doses are converted into the 
equivalent amounts of Benadryl (Dram- 
amine being 62.5% diphenhydramine) it is 
found that there are no significant differ- 
ences between these two drugs (Table 1) 
whether one compares the curative doses or 
the convulsant doses, with or without the 
previous administration of DFP. It is seen 
that (1) the effects of Dramamine may be 
explained by its diphenhydramine content and 
(2) DFP does not potentiate either of these 
2 antihistamines in producing cortical seizures 
(Table 1). These latter observations taken 
in conjunction with the failure of atropine 
to eliminate the convulsive brain waves in- 
duced by excessive doses of these anti- 
histamines indicate that the convulsions are 
not a cholinergic effect. If these drugs do 
possess anticholinesterase activity it is nulli- 
fied by their atropine-like characteristics. 


CONCLUSIONS 


1. Benadryl, Dramamine, and Lergigan 
can cure DFP-induced cortical seizures. The 
action of Phenergan is less consistent while 
Thephorin, Antistine, Pyribenzamine, Neo- 
antergan, and Chlor-Trimeton failed to 
eliminate the seizure waves. 

2. Benadryl, Dramamine, Lergigan, and 
Phenergan corrected the adversive syndrome 
(forced circling movements) produced by 
the injection of subconvulsive doses of DFP. 
The other 5 antihistamines were without 
corrective effect. 

3. The curative abilities of Benadryl, 
Dramamine, Lergigan, and Phenergan de- 
pends upon a cerebral action of these drugs 
and may be related to an atropine-like qual- 
ity that is seen to a lesser extent in the other 
5 antihistamines. 


We wish to thank W. G. Esmond, Alice Mc- 
Cauley, and P. D. Bales for cooperating with us 
in the performance of some of the original ex- 
periments (see reference 19). 
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A PSYCHODYNAMIC STUDY OF TOPECTOMY PATIENTS * 


PRELIMINARY REPORT 
JAMES P. CATTELL, M.D.,? New York, N. Y. 


The published reports of patients subjected 
to brain surgery have dealt, with a few ex- 
ceptions(1), with observations on behavior 
and social adjustment of large numbers of 
cases. The present study is a more intensive 
consideration of 5 patients on whom topec- 
tomy(2) was performed. All the patients 
had been ill for many years, were completely 
disabled, and had been hospitalized for a 
year or more. They were in good contact 
and were reasonably accessible to psychody- 
namic study. This was carried out over a 
period of many months before and after 
operation. In each it was possible to scru- 
tinize the manner of associating, and of 
relating ideas one to another, the meaning 
of symptoms to the patient, and the relation 
of certain childhood experiences and mem- 
ories to contemporary patterns of behavior. 
The degree of anxiety, anger, and guilt was 
studied, as were the patient’s responses to 
these emotions. The quantity and quality of 
emotional feeling toward the therapist was 
noted. The crucial points in this study lie 
in the difference between pre- and postopera- 
tive observations. 

This report contains abbreviated summa- 
ries of clinical and dynamic material of 5 
patients and certain tentative conclusions, 
which may be verified or elaborated upon 
after a longer period of study. Though the 
superstructure of the illness included neu- 
totic symptoms and mechanisms in these pa- 
tients, there was sufficient evidence to war- 
tant a diagnosis of pseudoneurotic schizo- 
phrenia in each case. 


Case 1.—S. G., age 42. Stenographer-housewife. 
A 21-year history of shifting symptomatology, in- 


1 Read at the 106th annual meeting of The Ameri- 
can Psychiatric Association, Detroit, Mich., May 
I-5, 1950. 

From the Department of Research Psychiatry, 
New York State Psychiatric Institute, and the 
Psychoanalytic Clinic for Training and Research, 
Columbia University. 

2 Senior Research Psychiatrist, New York State 
Psychiatric Institute. Assistant Psychoanalyst, Psy- 
choanalytic Clinic for Training and Research, Co- 
lumbia University. 


cluding depression and fear of sleeplessness and a 
17-year history of progressive obsessive-phobic be- 
havior despite psychotherapy and ECT. In De- 
cember, 1948, there was a symptom picture of many 
clothing, time, and color taboos, and complicated 
decontamination rituals involving hours spent in 
touching, spitting, and washing as well as diffuse 
anxiety, irritability, and depression. 

Her life appeared to be devoted to maintaining 
security and dependency at any price with a terrific 
striving to curb anger, resentment, and aggressive- 
ness. A good deal of secondary guilt was intro- 
duced in handling angry and sexual impulses and 
practices, her symptoms seemingly representing ex- 
pression, prevention, and undoing of these impulses 
as well as atonement for them. Sexuality was con- 
fusing to her; it was dirty, dangerous, and brought 
little pleasure. 

Born and raised in New York City, she was the 
eldest of 4 children in a Jewish family. There was 
a strong unconscious wish for the passive father as 
a protector who would provide for all her needs, 
including sex, as well as identification with him and 
a wish for male equipment and prerogatives. She 
saw the mother as a tense, jealous, phobic, depriving 
shrew but felt no conscious resentment against her 
until she began working at age 16. At 5, the pa- 
tient wished to dispose of the second-born child, 
a sister, and at 13 she apparently fantasied bearing 
the fourth child, also a sister. Before and after 
marriage, she had several platonic relationships 
with men 20-30 years her senior with anger and 
flight when sexual play was suggested. She pro- 
posed marriage to a Catholic South American artist 
and roué, whose complexion was dark like her 
father’s, using sex to achieve and hold him. She 
introduced her youngest sister, then 18, into the 
home in an effort to keep the husband away from 
sexual play with models. He carried on a sexual 
affair with the sister while the patient slept in the 
same room. She was oblivious to this until her 
husband informed her of his wish to marry the 
sister. The latter would not have him. Under 
mescaline the patient had visual and auditory hal- 
lucinations of murdering the sister and equated her 
sister with her own daughter. Dreams dealt with 
the husband-sister-patient triangle, often in a frankly 
erotic setting; intimate fondness for women and 
confusion over bowel and genital function. Asso- 
ciations revealed several memories of seeing genitals 
and participating in sexual play in early life. 

Toward the therapist, she was superficially com- 
pliant to the point of ingratiation, but there was an 
undercurrent of hostility, a desire and effort to 
manipulate him, with some expression of anger 
when frustrated. Evidence suggested that while in 
the hospital the patient was again living in the tri- 
angular situation that had been the keynote of her 
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life, this time using for rivals other women patients 
under the care of the therapist. 

She has been symptom free since operation in 
July, 1949. There has been a good adjustment in 
a clerical job and in finding living quarters of her 
own. She has recalled only a few dreams and has 
not had the impression of dreaming frequently. As- 
sociations are few and do not lead to experiences of 
earlier years. She is hopefully awaiting divorce 
from the husband on whom she was so dependent. 
Neither he nor the betraying sister are subjects of 
dreams or associations. The patient is cheerful, 
vivacious, conscientious, free from palpable anxiety, 
obsessions, and phobias, which no longer even occur 
to her. She is much less sensitive and seldom ir- 
ritable. There is a normal range of emotional dis- 
play except for very slight and progressively di- 
minishing shallowness. She admits an awareness 
of less depth of feeling, though she has difficulty 
in describing it. Happiness, sadness, fear, and other 
emotions are less profound than preoperatively. 
However, feelings of happiness are described as 
“pure” and are not marred by underlying anxiety 
as was true before operation. One gains the im- 
pression of working with a slightly dependent in- 
dividual who has a rigid personality but no neurotic 
symptoms. 

Dependency on the therapist is much more marked 
and straightforward than preoperatively. She is 
quite suggestible and responds quickly and readily 
to reassurance about realistic anxiety. 

The patient has noted a return of sexual urge 
since operation to the preoperative level but has 
not taken the opportunity for intercourse, which she 
is unwilling to accept outside of marriage. She does 
not masturbate as she did before operation, con- 
sidering herself “too grown-up for such childish 
behavior.” 

She has achieved a symptomatic recovery, though 
of course the basic personality structure is prob- 
ably unchanged. The prognosis appears to be good, 
but whether she will maintain her gains cannot be 
definitely stated at this time. 


Case 2.—E. M., age 32. Hairdresser-housewife. 
A 10-year history of obsessive-phobic symptoms 
with onset one month after marriage and pro- 
gression to the point of complete disability. The 
shifting symptom picture included fears of rape, 
impregnation, contaminating others with her body 
excretions, and killing others, particularly her 
mother, by getting bits of glass or pins into food. 
There were associated touching, washing, avoid- 
ance, and other rituals. A long period of inpatient 
psychotherapy had not been effective. 

Evaluated many months before operation she im- 
pressed one as being overwhelmed by fear both of 
the external world and her own impulses. Her 
unsuccessful attempts to maintain emotional equi- 
librium included the obsessive-phobic behavior, de- 
pression, temper tantrums, ingratiating techniques, 
magical thinking, mild ideas of reference, and a fan- 
tasy life full of undisguised aggressive and sexual 
impulses. Sexually, she functioned for security 
purposes, simultaneously punishing her husband 
by tenaciously demanding that he follow noncon- 


tamination rituals to the point of rendering him 
impotent. There were exhibitionistic, violence, 
homosexual, and incest (father, mother, brother) 
dreams and fantasies. 

Born and raised in suburban New York, she was 
the sixth child in a family of 8. For several years 
she was the baby of the family and the favorite of 
the brutal father who tyrannized the mother and 
older sisters. Her feelings toward him were mixed 
and she seemed fascinated by his violence. The 
birth of the only brother, when she was 5, probably 
stimulated envy and identification. The birth of 
the youngest sister when the patient was 8 dis- 
placed her as the father’s favorite. The mother was 
self-protectively stern and undemonstrative. The 
patient had mixed feelings of grief and relief when 
the father died in her 15th year. She turned to her 
brother, idolized him, later marrying his closest 
friend. It was upsetting when the husband cared 
for the dying brother, neglecting her, during the 
first year of marriage. 

In her illness, she was simultaneously the brutal 
father and the sickly, dependent, favored child. 
There was envy and hate of strong men, contempt 
and punishment for weaker ones, and aggressive 
jealousy of women particularly toward her mother, 
sisters, and daughters. 

Her relationship to the therapist lacked depth 
and stability. She reported dreams and associations 
readily, referring spontaneously to uninhibited im- 
pulses and smilingly denying them, especially those 
referring to the therapist. 

Following operation in July, 1949, she was resis- 
tive to resuming activities, often complaining that 
the nurses and other patients felt she was well but 
was malingering. Three months after operation, 
she went home at her own request. She was quite 
suspicious, without justification, of her husband's 
fidelity and the attitude of friends and relatives. 
There has been no evidence of obsessive-phobic 
behavior and she is relatively relaxed in carrying 
out household duties, most of which were impos- 
sible before. Occasionally she thinks of the old 
fears and compulsions but does not act on them. 
During the early months she was not aware of 
having dreams. More recently she has recounted 
a few, dismissing most of them as repetition of 
daily activities. Though she is reluctant to admit 
pleasure in sexual intercourse, there is more feel- 
ing and the interfering contamination phobias are 
absent. 

Following operation, she saw the therapist chiefly 
as a person to facilitate her discharge from the 
hospital and was reluctant to return for follow-up 
interviews stating she had no need for further help. 
More recently she has expressed interest in monthly 
visits during which the therapy is conducted on 4 
supportive level. The patient responds to this 
method and is disinclined or unable to work if 
deeper therapy. 


Case 3.—T. B., age 23. Piano accompanist and 
dancing teacher. This patient was shy, seclusive, 
moody, tense, referential, and given to daydreaming 
and inferiority feelings from early youth. She had 
5 years of psychotherapy beginning at age 17. Fol- 
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lowing the sudden termination, in 1948, of a love 
affair with a man 18 years her senior, she was 
extremely depressed, felt confused and apathetic. 
Hospitalization has been essentially continuous since 
that time. Marked emotional and mood swings 
have been noted. Further psychotherapy and ECT 
have brought about only temporary improvement. 

Her life appeared to be an attempt to be the 
favorite of the father, whom she consciously ab- 
horred and who she felt expected her to become a 
musical genius, having urged her on since she was 
5. There was a marked inclination to attach herself 
to older women and to be ingratiating, but am- 
bivalent. This is a duplication of a childhood re- 
lationship with an older sister, as well as an effort 
to assuage guilt over the death of both mother and 
stepmother who died in state hospitals when she 
was 4 and 17 respectively. She is the youngest of 
5 children, the first and third being boys, and she 
felt a great deal of rivalry with them. Sexual ex- 
perience with her lover had included manual and 
oral-genital stimulation, but he never was able to 
penetrate her. 

With the therapist she demonstrated much am- 
bivalence and emotional lability and consistently 
exposed her inner thigh surfaces. After some time 
she confessed that much of the blocking in treat- 
ment was associated with visualization of male 
genitals in the center of the therapist’s forehead 
and the repetitious occurrence of obscene words in 
her thinking, experiences she had had with other 
therapists. She masturbated compulsively with 
subsequent guilt feelings. There were frequent 
violence dreams in which she was picking up arms 
and legs of victims of an explosion. 

Operation was performed in July 1949. After a 
few weeks the marked oscillations in affect, be- 
havior, and mood were again observed. However, 
they were more apparently related to environ- 
mental occurrences in contrast to unexplained oscil- 
lations before operation. The patient was less 
inhibited, less inclined to suppress emotional dis- 
play during periods of depression. Later it became 
clear that periods of tension, agitation and depres- 
sion were associated with attempts to begin estab- 
lishing an independent existence. Otherwise, she 
remained reasonably calm and composed. 

After operation, her dependence on the therapist 
was much stronger and more childlike. Exposure 
of paragenital areas and visualization of male 
genitals did not obtain and the obsessive occurrence 
of obscene words was decreased. Content of dreams 
was much the same but they were less frequent and 
disturbing. Masturbation fantasies and techniques 
of achieving orgasm also resumed the preoperative 
pattern but masturbation was less frequent and 
upsetting. In therapeutic sessions, there was an in- 
creased amount of rambling associations, including 
many childhood incidents, which she interpreted 
spontaneously in psychiatric terms. However, dis- 
cussion of this material was not associated with 
any increase in insight. 


Case 4.—R. B., age 22. Baby sitter; camp coun- 
sellor, A behavior problem at home and in school 
from age § with marked tension and inability to 


concentrate. Her difficulties increased in adoles- 
cence. She was hospitalized at age 20 in an acute 
panic state after 5 years of hypnoanalysis, and has 
been an inpatient almost continuously since. There 
was no significant improvement with psychotherapy 
or ECT. The clinical picture has been characterized 
by marked emotional lability; mood swings with 
suicidal attempts; episodes of confusion with self- 
mutilation; gross trembling and restlessness. She 
spoke of visual and tactile experiences involving her 
father, possibly hallucinatory. 

The patient is the second child of 4 and the oldest 
daughter of a Bronx furrier who was active in the 
community but constantly quarreled at home with 
his nagging, sloppy, tense wife. She often left most 
of the housework to the patient. The older brother 
often expressed his contempt of women to the 
patient. Her chief responses have been terrific fear 
and hostile envy of men, with some inclination to 
ingratiate and be the favorite child. She has con- 
sistently attempted to manipulate women to serve 
her, with moderate success ; quickly alienating those 
who would not and seeing them as the hated, re- 
jecting mother. Consciously she was fearful about 
sexual contact with men, guilty about a few con- 
tacts with women, evasive about masturbation, and 
completely blocked in discussion of these topics. 

Her response to the therapist was character- 
istically ambivalent with increasing blocking and 
tension as she was seen more frequently. Thera- 
peutic sessions were characterized by a _ verbal 
dramatization of her anger, fear, envy, and resent- 
ment of men, the prototypes of whom were father 
and brother. Most of her previous therapy had been 
conducted by women and she repeatedly asked for 
a woman therapist though none was available. Oc- 
casionally she was compliant and ingratiating but 
the motivations of special concessions and extra 
attention were transparent. Nightmares involving 
attack by her father were mentioned but never 
elaborated upon. Evidence suggested erotic interest 
in the therapist but there was no straightforward 
recognition of this by thé patient. 

Following operation in July, 1949, her demanding 
petulance and emotional lability persisted but were 
decreased in quantity and intensity and she was 
progressively less impulsive. Four months after 
operation she obtained clerical work through the 
assistance of a friend but quit after one week be- 
cause tension, nightmares, and feelings of haziness 
increased tremendously. She accepted this situation 
as a premature step toward the type of independent 
life that she had never achieved. Other such moves 
away from the sheltered hospital atmosphere were 
associated with increase in symptoms. 

Postoperatively she was progressively more re- 
laxed with the therapist, though episodic periods of 
tension and blocking were noted. She referred 
vaguely to instances of her father having inter- 
course with her in early adolescence when the 
mother was out of the house. Nightmares were 
reported only during periods of tension associated 
with external stress. Content was the same and 
she was only slightly less evasive in discussing the 
dreams. Following her transfer to the hospital 
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where she had been prior to her acceptance for 
topectomy, she was offered parole status but chose 
to remain as a patient, spending 3-day weekends 
away from the hospital. She requested and received 
psychotherapy from the woman therapist who had 
treated her preoperatively and arranged to continue 
privately upon discharge from the hospital. With 
this psychiatrist the patient was able to discuss 
some of her fears and conscious ignorance about 
sexual anatomy, topics which she could not broach 
before operation. Awareness of being ill was recog- 
nized more realistically as was her need for therapy. 
Whether this can be carried on beyond the sup- 
portive level is questionable. 


Case 5.—T. D., age 29. Clerk-stenographer. A 
7-year history of various somatic complaints with 
onset of fear of crowded and closed places at 23. 
She became progressively more tense, fearful, de- 
veloped mild obsessive-compulsive symptoms, was 
depressed, and sought psychiatric care at age 26, 
in 1946. She has had continuous psychotherapy as 
well as one course of ECT without significant 
improvement. 

She was seen as a person literally unable to live 
with or without her mother, being alternately re- 
bellious and submissive and seeking dependency 
on her own terms. Frequently she expressed wishes 
for the mother’s death, though she felt guilty when 
the mother had a cold. In social and occupational 
situations, she was able to make friends and hold 
a job but inevitably felt a great deal of jealousy 
and was indiscriminately competitive with other 
women, though quite possessive of them at the 
same time. She was in contact with men only in 
fantasy, envied them and yearned for an idealized, 
safe, all-protecting father figure. There was fear, 
fascination and conscious ignorance about sexual 
matters, which she was loath to discuss. 

She is the youngest of 4 in a family of 2 sons 
and 2 daughters. Parents were born in Italy and 
the father was a rough, dominating but sociable 
bricklayers’ foreman who protected the patient from 
the insecure, neurotic mother. The patient achieved 
some identification with him. Following his death, 
when she was 7, she replaced the father as the 
center of the mother’s life. In the dilemma of wish- 
ing to leave home to seek an independent life and 
the fear of being unable to care for herself as well 
as of being responsible for the mother’s death, her 
symptoms increased and she spent her days day- 
dreaming in her room. The content included pres- 
tige, power, and love fantasies as well as frank 
wishes for her mother’s death. She consistently 
presented herself to the therapist as a helpless child 
wanting her thoughts to be understood without being 
spoken and her problems to be magically resolved. 
She reported a few dreams suggesting sexual con- 
fusion, fear, and guilt. 

Following operation in September, 10949, she 
was much less inhibited verbally and relatively 
outspoken. She was inclined to release emotions 
as they arose, rather than to suppress them as she 
had done previously, though she continued to be 
sensitive and to feel that she was given less atten- 
tion than other patients. Instead of pleading for a 


cure, she demanded it and thoroughly resented the 
suggestion that she take steps toward a life inde- 
pendent of her mother. The conscious wish to have 
nothing to do with the mother persisted but alterna- 
tive ways of life were rejected. 

She was more articulate with the therapist but 
productions dealt mostly with complaints about 
symptoms, lack of energy, indecisiveness, and the 
therapist discriminating against her. The wish for 
magical cure and the drive for intellectualized for- 
mulz continued but was less marked. After several 
months, she began to recall dreams, particularly 
during periods of tension associated with making 
decisions. However, she was disinclined to report 
and discuss them. Ultimately she sought and found 
a job, defiantly quit and found another more to 
her liking, which she continued to hold. Evidence 
suggested that she was able to make decisions and 
move toward an independent way of life though she 
adamantly refused to acknowledge this, attributing 
all accomplishments to pressure from the therapist. 


DISCUSSION 


The number of patients studied before and 
after topectomy is too small and the follow- 
up period too short to warrant drawing con- 
clusions from this material. However, it is 
possible to note certain trends that may be 
confirmed or nullified in a larger series now 
under investigation. The emphasis is on 
quantitative changes rather than qualitative 
ones. Following topectomy certain observa- 
tions have been made: 

1. Anxiety is decreased. It is not as in- 
tense in any realm of activity and it does 
not obviously pervade so many realms of 
activity. The threshold to the anxiety re- 
sponse is increased in regard to both external 
and internal stimuli. The patient initially 
perceives the stimuli as she did preopera- 
tively, but does not respond as intensely. 
Later the perception is decreased or absent. 

2. Obsessive-compulsive, phobic, and de 
pressive symptoms are diminished or absent. 
There is an inclination to simplify emotional 
response with assertiveness, fear, and angef 
appearing more definitely and immediately. 
This is a normalization to the extent that 
the patient resorts less to the mechanisms 
of repression, displacement, projection, and 
turning against the self in the daily emotional 
economy. Patients are not so oversensitive. 

3. In therapeutic sessions, patients are able 
to report previously blocked or suppressed 
material with relative ease. Nevertheless, 
therapeutic accessibility is not particularly 
enhanced for the associated affective charge 
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is decreased and there is a tendency to in- 
tellectualization. A relatively unimpeded flow 
of associations with establishment of mean- 
ingful links between present occurrences and 
past experiences is lacking. 

4. The patient’s dependence on the ther- 
apist is increased, has more of a childlike 
quality, and suggestibility is increased. Dy- 
namically, however, the patient is less malle- 
able and is rather indifferent and inelastic in 
response to interpretations. 

5. Dreams are less frequent and recollec- 
tion of them is more difficult. Manifest con- 
tent involving expression of sexual, aggres- 
sive, and fearful impulses is absent or di- 
minished. To the extent that dreaming is a 
technique of handling anxiety in the emo- 
tional economy, it may be postulated that 
patients relieved of anxiety, or with a higher 
threshold to anxiety response, would dream 
less. Evidence supporting this thesis is 
found in the fact that patients with the great- 
est clinical relief following operation are the 
ones whose dream pattern is altered most. 
Others with the same operation who are not 
dramatically benefited ultimately begin to 
report dream content comparable to that 
noted preoperatively. However, the fre- 
quency and intensity of dreams is less than 
before. These factors concerning the differ- 
ences in dreams do not preclude more directly 
organic elements in the shift of pattern. 

6. One patient speaks of an awareness of 
less depth of feeling but is unable to describe 
it. The recognition of this is more definite 
in those who are most relieved symptomati- 
cally. Further investigation of this phenome- 
non is in progress. It is not to be confused 
with the gross apathy and indifference that 
are objectively seen after more radical brain 
operations. 

7. The presence of a mild paranoid syn- 
drome in one or two patients after operation 


has also been noted occasionally in other 
series. It is difficult to understand why this 
should occur, particularly when gross ob- 
sessive-phobic symptoms have been relieved. 
Some patients, who derived a good deal of 
secondary gain from symptoms before opera- 
tion, impress one postoperatively as being 
disappointed by the sudden relief, resenting 
those who facilitated it and fearing the pos- 
sibility of achieving emotional independence. 
They are no longer able to manipulate the 
environment with their illnesses. Such fac- 
tors might contribute to a paranoid syn- 
drome. Further studies of such patients are 
being undertaken. 

It must be stressed that these observations 
involve relative and quantitative changes as- 
sociated with the topectomy operation. The 
basic personality is probably not altered quali- 
tatively. The amount of change in a given 
patient in this group is, in part, dependent 
on the pre-illness level of integration and 
functioning, the severity of the illness, and 
the degree of associated incapacity. If the 
operation is successful, the patient is eman- 
cipated from domination by symptoms so 
that she is able to exploit her resources and 
to further develop patterns of living already 
established or initiated before she became 
disabled. Obviously, if the patient has never 
reached any level resembling adult func- 
tioning, the problem is more complex post- 
operatively and is one of education, not re- 
education. 
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HISTORICAL NOTES 


FIFTY YEARS OF PSYCHIATRY IN CHINA? 


The first mental hospital in China (Can- 
ton) opened its doors in 1898, 26 years after 
its founder, Dr. John Kerr, had first urged 
the establishment of such an institution. At 
that time psychiatry was unknown in China, 
and the care of the mentally ill was charac- 
terized by superstition and aversion, patients 
being kept in cellars in chains or left at home 
in the care of their families. Dr. Kerr’s at- 
tempts to remedy this situation met with a 
series of frustrations until he finally bought 
the land for the hospital at his own expense. 
A small building of about 30 beds was 
erected, which developed in time into a 500- 
bed institution. It was forced to close in 
1937 because of labor troubles. 

There are vague records of two earlier in- 
stitutions, at Fatshan and Hongkong, where 
an uncertain number of patients was housed ; 
reports would indicate these were merely 
asylums. But Hongkong was the first place 
where psychiatric education was given to 
medical students. About the year 1905, stu- 
dents were given a course of lectures in their 
final term and sometimes taken to the asylum 
for clinical teaching. 

The Canton Hospital acquired a visiting 
neurologist in 1910 in the person of Dr. A. H. 
Woods; he left this work in 1919 to be- 
come associate professor of neurology and 
psychiatry in the Peking Union Medical Col- 
lege. Peking had at this time a Refuge for 
the Insane (established around 1906) and 
this was reorganized in 1933 by the Depart- 
ment of Social Welfare in collaboration with 
the Medical College into the Peking City 
Psychopathic Hospital, which had a 200-bed 
capacity and was used as a teaching hospital. 
A considerable amount of scientific investi- 
gation was done here. 

Eastern China also showed progress, a 
psychopathic ward being opened in 1923 at 
the Elizabeth Blake Hospital, Soochow, un- 


1 Abstracted from an article by K. C. Wong, of 
the Chinese Medical History Society, in the Chi- 
nese Medical Journal, Jan.-Feb., 1950. 
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der Dr. L. S. Wang and Dr. M. P. Young, 
In Shanghai the mentally ill were kept in St. 
Joseph’s Hospice without professional care, 
and in chains even as late as 1933. In 1931 
the Director of the National Medical College 
of Shanghai, Dr. F. C. Yen, realizing the 
need for psychiatric education invited Dr, 
L. C. Lyman, a graduate of Johns Hopkins 
Medical School, to give a series of lectures 
on neurology and psychiatry at the Medical 
College. A modern psychiatric hospital was 
opened in June 1935 at Minghong near 
Shanghai. This institution, the Mercy Hos- 
pital, had capacity for 500 patients with up- 
to-date equipment and extensive grounds. In 
the fall of 1939 the Therapeutic Institute for 
Nervous Diseases was established. This had 
originally been a general hospital under 
Buddhist charity auspices but because of the 
need for accommodation for mental patients 
was reorganized on this basis. It was made 
the teaching hospital for St. John’s Univer- 
sity Medical School, and there developed 
here a nursing school with special stress on 
the care of mental patients. 

Interest in mental health became nation- 
wide at the Third Biennial Conference of the 
Chinese Medical Association in Canton in 
October 1935. A Committee on Psychiatry 
was appointed, which planned, among other 
things, to study legislation in the Chinese 
Civil and Penal Codes in respect to mental 
disease and to recommend changes. This 
work was interrupted by the outbreak of the 
Japanese War. 

Shanghai later became the most active cen- 
ter in the mental hygiene movement. Dr. 
Fanny G. Halpern, who was appointed pro- 
fessor of psychiatry in the National Medical 
College in 1933, was able to arouse wide pub 
lic interest in mental health problems. The 
Committee on Mental Hygiene was formed 
in June 1938; this became in 1940 the Mental 
Hygiene Association of Shanghai. In addi 
tion to clinical work the Association carried 
out considerable educational publicity in the 
form of radio broadcasts in both Chinese and 
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English and lectures to special groups. 
When the Japanese occupied Shanghai in 
1943 the Association was forced to suspend 
operation, and after the war ended a lack of 
trained personnel precluded a return to the 
previous scale of activities. 

Nanking also established a mental hygiene 
association, a year before the Sino-Japanese 
hostilities ; this was reorganized in 1947 and 
sent two delegates to the 1948 Conference of 
the International Mental Hygiene Associa- 
tion in London. In Nanking a course in psy- 


chiatry was started in 1936 at the Central 
University by Dr. Chen Yui Ling. In 1947 
a psychiatric hospital was established there, 
the first mental hospital in Nanking. 

China’s progress in psychiatry and mental 
health work has had much to contend with, 
including ignorance and prejudice toward 
mental patients, indifference of authorities, 
and lack of trained personnel. Nevertheless, 
the results achieved in the past 50 years have 
not been inconsiderable. 


M. V. L. 


CLINICAL NOTES 


THE GAG REFLEX AND FELLATIO 
NICOLAI GIOSCIA, M.D., Rostyn Estates, N. Y. 


In a study of constitutional psychopathic 
personalities especially the sexual deviants, it 
was found during a routine physical exami- 
nation that the gag reflex was frequently 
absent. This was a more definite finding in 
those homosexuals who admitted fellatio. 

This observation, first made at an induc- 
tion station in 1942, was studied further in 
1,404 patients at a neuropsychiatric military 
hospital in 1944. These were soldiers who 
were either referred to the NP clinic or 
admitted to the station hospital for psychi- 
atric evaluation and disposition. The cases 
varied from frank psychosis to mild adjust- 
ment problems. 

All were given a complete physical exami- 
nation and psychiatric work-up. The gag 
reflex evaluation was made in each case. It 
was tested by manipulating a tongue de- 
pressor around the uvula, soft palate, and 
pharyngeal vault. Normally the stimulus 
innervates the 9th and 1oth cranial nerves 
supplying this area and produces the gag 
reflex. In subjects practicing fellatio this 
reflex is absent even when the tongue de- 
pressor is inserted well into the vault of the 
pharynx. The positive test, 1.¢e., the absence 
of the gag reflex, depends on the desensitiza- 
tion of this area due to conditioning, this 
being brought about by the repeated control 
of the reflex during the act of fellatio. 


Normally 8-10% of individuals will mani- 
fest a negative gag reflex. 

In the study of 1,404 patients 12% showed 
no gag reflex. A break-down revealed a 
negative reflex as follows: 


1. Constitutional psychopathic state: 
(a) Sexual psychopathology, fellatio..... 89 


a. Paychoneurosis, hysteria 50 


The findings having been established the 
test was employed routinely in the neuropsy- 
chiatric clinic. Frequently it proved valuable 
in detecting the malingerer who attempted 
to obtain a discharge by professing homo- 
sexuality. Presented with the gag test find- 
ings the soldier would invariably change his 
story or admit having lied for selfish gains. 

The test was used during the past 2 years 
in a civilian hospital. As in the above report, 
here too the findings were very satisfying. 

The study has shown that the test when 
demonstrated in the absence of an organic 
lesion, hysteria or paralysis, is a definite in 
dication that fellatio has been practiced. 

In conclusion it is felt the test is a definite 
aid in screening candidates not only for the 
military services but for positions where the 
sexual deviant must be eliminated. 
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CASE REPORTS 


ELECTROCONVULSIVE THERAPY FOLLOWING MULTIPLE 
FRACTURES 


LOUIS A. COHEN, M.D., Littte Rock, Ark. 


This case report was prompted by the re- 
port in the October, 1949, issue of this 
JouRNAL by Harold H. Morris, Jr., M. D. 

The patient presently reported, a 65-year- 
old retired business man, developed a de- 
pressive illness with the usual morbid out- 
look: hopelessness, ideas of having sinned 
in his youth, death wishes, etc. On August 
13, 1946, he jumped from a third-story 
window to escape his persecutors. He sus- 
tained fractures as follows: A comminuted, 
compound fracture of the distal half of the 
tibia as well as a fracture of the medial 
malleolus; multiple fractures of the pelvis; 
fractures of the transverse processes of the 
4th and 5th lumbar vertebrae; the sacrum 
near the mid-line; involvement of the left 
sacro-iliac joint and disruption of the sym- 
physis pubis. 

He was treated for 4 months for the bony 
injuries with signs of considerable healing. 
The depressive symptoms continued with 
no improvement. He spent 3 weeks in each 
of 2 psychiatric hospitals without improve- 
ment. His case was diagnosed senile de- 
mentia in one hospital and psychosis with 
cerebral arteriosclerosis in the other. 

He was brought to Arkansas at the sug- 
gestion of a sister who had heard that electric 
shock treatments had been started in the 
general hospital in Little Rock. I first saw 
this patient on March 15, 1947. At this 
time I found his sensorium to be in ex- 


cellent state of preservation. His mood was 
markedly depressed. He expressed ideas 
of sin, ideas of reference, unworthiness, 
etc. He felt that masturbation in youth 
caused his present trouble. He said neigh- 
bors flashed lights in his windows at night. 
He was still suicidal. A complete physical 
and neurological examination revealed noth- 
ing unusual except for the bony pathology. 
He was X-rayed again and the sites of 
former fractures showed good callous for- 
mation. 

On March 21, 1947, he was given his first 
treatment after 4 c. c. of Squibb Intocostrin 
was administered intravenously. He received 
a total of 8 convulsive treatments during the 
next 3 weeks with complete remission of 
symptoms and no complications from the 
bone pathology. 

He was followed regularly by mail and all 
reports were that his recovery was sustained. 
He was seen in the office in June 1948, and 
September 1949, when he made visits to 
Arkansas. 

This case further indicates that bony com- 
plications, in themselves, are not contraindi- 
cations to electric convulsive therapy. This 
case, and others to be reported later, should 
warn us about not overlooking the affective 
disorders in the population past 60. I have 
given convulsive treatment to 15 depressed 
patients past 70 who did not have the organic 
mental type of reaction. 


SUBDURAL HEMATOMA DEVELOPING DURING HOSPITALIZATION ? 


MARTIN GREEN, M.D., anp MAX FINK, M.D. 
New York 


Head trauma sustained by patients during 
hospitalization in mental institutions may 


1From the Department of Psychiatry and Neu- 
tology, New York University-Bellevue Medical 
Center. 


cause disease of the nervous system unre- 
lated to the original illness. If the trauma 
is disregarded the resulting complications 
may be interpreted as further progression of 
the original mental illness, thereby thwarting 
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possible definitive therapy. This is most apt 
to occur in patients with organic psychoses. 
For this reason it is felt that a report of a 
case of subdural hematoma developing dur- 
ing hospitalization in a patient with an or- 
ganic psychosis will be of interest. 

History: A 58-year-old white female 
nurse was admitted to Bellevue Psychiatric 
Hospital because of mental and personality 
changes. Four to five years previously the 
patient began to mislay objects and com- 
plained of occasional headaches. During the 
next 2 years it was noted that she would 
repeat herself in conversation, did not play 
bridge as often as before, and complained of 
a constant feeling of fatigue. One and a 
half years prior to admission a more severe 
change in her behavior occurred. She had 
difficulty in making decisions, became care- 
less in her dress, mislaid objects more fre- 
quently, and exhibited stereotyped move- 
ments when excited. During the subsequent 
months she became “confused” and incon- 
tinent. 

Prior to her illness the patient was a nurse 
doing private duty and was described as an 
excellent worker. She was a happy individ- 
ual with a pleasant and sociable disposition 
and had many friends. 

Examination: Blood pressure was 95/60, 
pulse 88, temperature 98, respirations 18. 
General physical examination was negative. 

The patient was well nourished and alert. 
Neurological examination disclosed aphasia 
and apraxia. There were disturbances in 
body scheme. A left homonymous visual field 
defect was present but the remaining cranial 
nerve functions were intact. Motor power 
was normal. The deep tendon reflexes were 
active and equal bilaterally and the plantar 
responses were normal. There was a left 
hemisensory defect to pin prick and touch. 

Laboratory: Lumbar puncture disclosed 
clear, colorless fluid under an initial pressure 
of 140 mm. containing 5 lymphocytes and a 
total protein of 62 mg. per cent. The Was- 
sermann and colloidal gold reactions were 
negative. X-rays of the skull and chest were 
negative. An EEG was diffusely abnormal 
containing a prevalance of slow activity 
maximal in the temporal and posterior parie- 
tal regions bilaterally. 

Course: The differential diagnosis was be- 


tween presenile degenerative disease of the 
brain and cerebral neoplasm. A pneumoen- 
cephalogram revealed generalized dilation of 
the ventricular system without displacement 
or distortion. The cortical markings were 
increased bilaterally. 

The patient was kept in the hospital for 
further study of her mental and sensory de- 
fects. On at least one occasion during this 
period bruises were noted over her head and 
face. These were thought to have resulted 
from falls or from bumping into objects on 
the ward. The patient remained alert and no 
new neurological signs developed. Approxi- 
mately 3 months after admission she gradu- 
ally became lethargic and exhibited rhythmic 
myoclonic movements, frequent in the left 
corner of the mouth and the left upper 
extremity and occasional in the right upper 
extremity. A left hemiparesis developed 
and the patient became stuporous. Lum- 
bar puncture disclosed clear, colorless fluid 
under an initial pressure of 200 mm. and 
containing 3 white blood cells. Bilateral 
trephination revealed a huge subdural hema- 
toma on the right side. It contained dark 
red, liquid blood. There was no definite ac- 
tive bleeding. The outer membrane was very 
thin and the inner membrane inconspicuous, 
The right hemisphere was markedly com- 
pressed and failed to re-expand after evacua- 
tion of the hematoma. On the left side there 
were two subdural membranes about 3-5 mm. 
apart containing a small amount of yel- 
lowish fluid between them. There was no 
blood. A cerebral biopsy was taken from the 
left parietal lobe by introducing a glass suc- 
tion tube for a distance of one inch at a 
right angle to the surface of the cortex and 
aspirating a specimen. 

Following operation the patient became 
more alert but the aphasia and the distur- 
bance in body scheme were more marked. 
The myoclonic movements disappeared and 
the left hemiparesis improved. Seventeen 
days after operation a pneumoencephalogram 
showed dilated lateral ventricles, more 


marked on the left side, without displacement 
or distortion. The patient died 8 days later. 
An autopsy was not obtained. 

Microscopic examination of the cerebral 
biopsy taken at the time of trephination 
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showed numerous senile plaques and Alz- 
heimer tangles in cortical nerve cells, com- 
patible with the diagnosis of Alzheimer’s dis- 
ease. 

The signs of progressive disease of the 
cerebral hemispheres that this patient devel- 
oped during the latter part of hospitalization 
were initially interpreted as the end stage of 
an organic psychosis. In view of the head 
trauma sustained on the ward trephination 
was done to exclude subdural hematoma 
although this diagnosis was considered im- 
probable. That the subdural hematomata 
were of recent origin and were not present 


before hospitalization is demonstrated by 
the following observations: (1) a pneumo- 
encephalogram prior to the progression of 
neurological signs showed a symmetrically 
dilated ventricular system without displace- 
ment or distortion and with increased corti- 
cal markings bilaterally ; (2) the membranes 
of the hematomata were very thin. 

Patients with organic psychosis in mental 
hospitals are particularly prone to head 
trauma that may initiate subdural hematoma. 
This case illustrates that progressive neuro- 
logical signs in such patients should be evalu- 
ated with this consideration in mind. 
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CORRESPONDENCE 


TRIBUTE TO DR. BURLINGAME FROM THE PRESIDENT OF THE ROYAL 
MEDICO-PSYCHOLOGICAL ASSOCIATION 


Editor, AMERICAN JOURNAL OF PsyCHIATRY : 

Sir: In England we have known Charles 
Burlingame only too short a time. Would 
that he had been spared to visit us more 
often as we had come to appreciate his great 
gifts and love him as a man. 

He had been attending the various meet- 
ings of the Royal Medico-Psychological As- 
sociation and other medical bodies in Eng- 
land for some years and the more we saw 
and heard him the more we came to value 
his words—only too few as it happened. 

It is, I am glad to say, in the power of my 
Association to confer on those of outstanding 
ability and knowledge our Honorary Mem- 
bership. It was only some ten days before 
his lamentab'e and unexpected death that I 
personally had at the rogth Annual Meeting 
of this pioneer Association, the privilege of 
naming him and handing him the Scroll 
Parchment of Honorary Membership. 

When he spoke to us, when he remarked 
on a paper or on a contribution that he had 
listened to, we were conscious of his grasp of 
affairs both psychiatric and general. The 
steady light of calm understanding, the 
power of seeing the core of the subject, the 
facility to know just what the problem en- 
tailed and required, were all his. 

It is not for me to speak of his vast inter- 
national reputation or the position he held in 
his own beloved country—abler pens than 
mine will do so. 
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Many of us in England who travelled to 
the U. S. A. will treasure a visit to Hartford, 
the unique experience of the hospital round 
and the vast hospitality poured on unexpect- 
ing shoulders. Above all the knowledge, the 
experience and the hospitality, came the man 
himself. Lovable, full of fun and humour, 
Never a word to deprecate a colleague—al- 
ways a smile and a happy recollection. 

May I give one instance of his happy smile 
—TI always likened him to Alice in Wonder- 
land’s Cheshire Cat! We—a large party— 
from England, had arrived at the Hook of 
Holland to proceed via the Hague to Am- 
sterdam for the Centenary Celebration of 
the Dutch Psychiatric Association. As we 
steamed into the Hague Station early one 
rather misty morning, there was the Chesh- 
ire Cat’s grin—slowly to dissolve into Charles 
waiting for us—all his glorious happy smile! 

To me and my family personally his gen- 
erosity during and since the war knew no 
bounds. 

My Association has lost a generous and 
kindly friend. The Burlingame Prize of the 
Association will be a memorial to him and 
his memory will never fade till time with us 
shall be no more. 

To his family and countless friends we 
offer our sincere condolences. 

K. K. Drury, President, 
Royal Medico-Psychologi- 
cal Association, London, 
England. 
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PSYCHIATRY AND THE PRESENT MILITARY EMERGENCY 


The “cold war” has developed a “hot 
spot.” Uneasy apprehensions of total war 
had prepared the citizens of the United 
States to contemplate total mobilization, and 
authorities had doubtless considered some 
tentative plans for such an eventuality. Now 
Korea has clarified and, at the same time, 
complicated the requirements. It is now clear 
that in leading the defense of the free world 
the United States must be prepared for total 
mobilization, but actively operating on a sys- 
tem of partial mobilization to deal with local 
hot spots, such as Korea. This involves 
problems of selection. Who is to serve, in 
the military forces, at this time and for this 
emergency ? How, at the same time, to pro- 
tect civilian needs, and to be prepared for 
an even greater emergency ? 

Recently enacted laws have set forth the 
general plan by which doctors are to be 
called into service with the armed forces. 
The actual selection is largely under the con- 
trol of the medical profession, on a local 
basis. This arrangement is designed to 
prevent dangerous depletion of medical re- 
sources in any area. 

Psychiatrists are in short supply and in 
high demand. Such special need carries 
some special danger of precipitate and un- 
wise dislocations of personnel. Should the 
psychiatrists seek to evolve special machinery 
for evaluating needs and allocating person- 
nel? At present all the specialties are com- 
prehended in the general medical planning, 
and this appears to be the principle most 
likely to secure fair over-all consideration of 
civilian needs. Unfortunately, psychiatrists 
in government hospitals are not always re- 
garded locally as essential to the particular 
community where they are located. There 
have been instances where such men were 
apparently used to fill local quotas instead 
of drawing men proportionately from the 
entire medical community. Local leaders of 
psychiatry will need to be alert to such pos- 


3 


sibilities and exert themselves to be sure 
that local medical committees are well in- 
formed as to psychiatric needs. 

Psychiatric screening at the induction sta- 
tions is reported to be not as adequate in 
some parts of the country as it might be. 
Lack of requests for competent psychiatric 
help by certain induction stations may be a 
partial explanation, but there are psychia- 
trists who have hesitated to participate in 
the induction program when asked to do so. 
Since the psychiatric standards for induction 
are now stated much more simply and spe- 
cifically than during World War II, service 
as an examiner would seem to be a much less 
onerous task than formerly. The obligation 
to the community and to our fellow citizens 
is aS great now in this partial mobilization 
as it was during the last war. 

Doubtless there are some psychiatrists, 
veterans of the last war, whose experiences 
have specially equipped them to do signifi- 
cant service with the armed forces in the 
present emergency, and who will wish to 
seek military service. 

There is some assurance of real improve- 
ment in the use of those psychiatrists who 
enter the Army. Professional personnel in 
a hospital unit are no longer bound so tightly 
to the administrative core of the unit that 
they will sit around in idleness during periods 
when that particular unit is not set up inde- 
pendently. Professional personnel will be at- 
tached to active units wherever possible, and 
reasonably continuous professional activity 
can be expected while on active duty. In 
line with this policy, men with psychiatric 
training who are mobilized can be placed in 
psychiatric positions if their qualifications 
are known in the Surgeon General’s Office. 
When called to duty, psychiatrists should 
inform the Medical Director of the American 
Psychiatric Association and he will forward 
the information to the Surgeon General’s 
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Office. Evaluations of men by chiefs of 
services under whom they have trained or 
served will receive careful attention in plan- 
ning their assignments. The Navy has in- 


dicated a desire for similar information about 
men who enter that service. 
Joun C. Wuitenorn, M.D., 
President. 


LAY THERAPY 


Inasmuch as the prevention and cure of 
illness is the aim of all physicians and in 
their interrelationships body and mind are 
inseparable, the qualification of the licensed 
physician who has hed additional special 
training in mental disorders to undertake 
psychotherapy is never questioned. It is 
likewise usually granted that, while the 
physician may supplement his fundamental 
knowledge of physical illness and the per- 
son’s reaction to it by special psychological 
training, the reverse, namely that knowledge 
of physical pathology be acquired subsequent 
to special psychological training, is seldom 
feasible. If we accept the above postulates 
and still recognize that the training of certain 
professional groups might validate their 
claims to practise psychotherapy indepen- 
dently, the question arises which of these 
groups is best fitted to guide and assist 
persons afflicted by social or individual prob- 
lems that interfere with their happiness and 
efficiency. 

Among the groups whose professional 
preparation brings them into contact with 
problems that can be benefited by psycho- 
therapy and who today work more or less 
independently, may be mentioned ordained 
ministers, social workers (particularly psy- 
chiatric social workers), pedagogues, trained 
nurses with long psychiatric experience, doc- 
tors of philosophy in psychology, and cul- 
tural anthropologists. Discussion with mem- 
bers of each of these groups indicates that 
a certain scepticism exists on their part as to 
the ability of members of the other groups 
to qualify for independent psychotherapeutic 
practice. 

In addition to members of these special 
groups, there undoubtedly exist in the com- 
munity a considerable number of people who 
from childhood and adolescence have mani- 
fested a definite capacity for the understand- 
ing and handling of their fellows’ problems 
and who later in life drift into the area of 


professional counseling. Among others who 
have no special training or qualifications, but 
who nevertheless undertake the direction of 
personal problems, are palmists, astrologists, 
and advisors on domestic problems who 
advertise extravagantly in newspapers and 
magazines. 

Let us consider the qualifications of the 
first four groups whose specialized training 
has been drastically influenced by the con- 
tributions of psychiatry and psychoanalysis 
and who have been educated in and imbued 
with a long-standing code of professional 
ethics. 

The ordained ministers of all faiths are 
unquestionably most frequently sought by 
persons struggling with emotional or mental 
difficulties. Psychiatrists in the late world 
war have estimated that a high percentage 
of all soldiers who finally came under their 
care first appealed for counsel or solace to 
the chaplains. It is also true that the func- 
tion of a minister, from the earliest times, 
has been associated with the assuaging of 
physical and mental troubles. The training of 
theological students today includes a con- 
siderable amount of psychiatry, psychology, 
and sociology. In his daily tasks the minister 
comes to know many of his congregation, 
in health and illness. He never is away from 
these problems of adjustment and has the 
great advantage that in most instances the 
troubled individual comes to seek his help 
spontaneously. 

Teachers, as a group, are perhaps those 
next most frequently confronted with prob- 
lems of behavior. They serve as buffers who 
must absorb the child’s defiant reactions to 
discord and misunderstandings at home. 
Moreover, their contact is continuous and 
daily so that the picture can be observed 
by them in many lights and shadows, from 
near and from afar. Here is truly the great 
opportunity to straighten the bent twig be- 
fore it becomes a warped sapling. 
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A third and fourth group comprise psy- 
chiatric social workers and psychiatric nurses 
specializing in psychiatry. In the case of 
each, their long psychiatric experience has 
given to them a facility and an insight into 
mental problems, which is vitalized by the 
intimate personal contact that their services 
entail. Each of these latter groups encounters 
obstacles, in that their services are frequently 
imposed upon an unwilling subject. 

The doctors of philosophy in psychology 
have submitted to exacting scholastic train- 
ing and are perhaps best acquainted with 
the operation and testing of the intellect. 
However, their formal academic training is 
not such as to give them much personal con- 
tact with human social relations as the 
average person is affected by them. Cultural 
anthropologists, who study the development 
of the thinking and cultural practices of man, 
also feel that they are entitled to use their 
learning in attempting to rectify deviations 
of the individual in present-day society. 

What should be the scope of each of these 
forementioned groups, whom psychiatrists of 
all schools value highly and use in the course 
of their practice both within and outside 
closed institutions? In considering the re- 
lationship of clinical psychology to psychi- 
atry, we find that most psychiatrists believe 
that academic psychologists, provided that 
they are adequately trained, are in a position 
to contribute abundantly to problems of psy- 
chiatry in the clinical area as ancillaries to 
diagnosis and dynamic formulations. This 
is so because of the light thrown upon mental 
cases by the many psychological tests that 
psychologists are especially qualified to ad- 
minister, and also because of their contribu- 
tions as research investigators in theoretical 
problems of mental disease. On the other 
hand, these same psychiatrists who have had 
close contact with doctors of psychology 
agree that their training is not designed for 
independent private practice. The basis of 
this opinion rests again on the closeness of 
the relationship between mind and _ body, 
which makes it imperative that the psycho- 
therapist who is not directly and continuously 
supervised be thoroughly trained in the func- 
tions of both. This idea of interdependence 
is old. To quote from the Rev. Lawrence 
Sterne’s (1715-1768) “Tristram Shandy”: 


“The body and the mind are as a jerkin and 
its lining. You rumple the one, you rumple 
the other.” 

The social workers or schoolteachers or 
psychiatric nurses, especially those who have 
completed personal psychoanalyses, are oc- 
casionally inclined to establish themselves 
as independent psychotherapists, most fre- 
quently employing the psychoanalytical ap- 
proach. While the minister relatively seldom 
claims to be a psychotherapist, this is not 
so with the professional social worker who 
is remunerated by the client or patient for 
her services, which at times assume the form 
of analytic treatment. The cultural anthro- 
pologist who sometimes applies the psycho- 
analytic method for the interpretation of the 
reaction of primitive people has recently in 
a few instances assumed that this activity 
with some additional training qualifies him 
for independent psychotherapeutic work. 

One cannot deny that members of each 
of these groups have contributed in the past 
and do now contribute to the adaptation of 
deviant persons to acceptable standards. 
Among the reasons advanced for their quali- 
fication as clinical psychotherapists is that 
the need for such service is great and urgent 
and that the training of a medical psycho- 
therapist is long and arduous. This is true 
and it means that on the average, with gradu- 
ation from medical school at the age of 25, 
one year in a general hospital, 2 years in a 
psychiatric hospital and 2 years or more of 
subsequent training, let us say, in psycho- 
analysis, the individual will be 30 years old 
when he starts in independent practice. The 
postulate can well be sustained that very 
few people have attained sufficient maturity 
prior to that age to be in a position to decide 
independently the extremely intricate ques- 
tions presented to them, often involving body 
as well as mind. The training of the medical 
psychotherapist would provide 35 years of 
active practice to the average man: no mean 
contribution to society. 

On the other hand, the training of mem- 
bers of each of the other groups involves 
3 to 4 years after graduation from college, 
plus whatever special studies they may under- 
take in preparing to become clinical psycho- 
therapists. One solution, to shorten the time 
of preparation, may be a departure on the 
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part of medical schools whereby, after the 
first 2 years of general medical instruction, 
students might elect courses designed to pre- 
pare them for medical, surgical, psychiatric, 
or public health careers. 

The danger of establishing a class of clin- 
ical psychotherapists who do not work as 
part of a team under the direction of a psy- 
chiatrist lies not so much in the qualified 
members of the groups I have mentioned 
but in those poorly qualified, characterolo- 
gically and professionally, who might pre- 


sume to practise on the basis of licensure in 
states where requirements are low, or even 
without licensure. This has been the ex- 
perience with other special therapies such 
as physiotherapy. Here the provision that 
the treatment be recommended and super- 
vised by a physician is rarely followed and 
cannot be controlled. Dr. Whitehorn has 
said, “It appears to be practically impossible 
to define the appropriate legal restraints 
which will safeguard the patient.” 
C.F. 


CHILD PSYCHIATRY 


Last year, a welcome newcomer appeared 
on the scene of psychiatric periodicals. The 
first three issues of the Quarterly Journal of 
Child Behavior, under the managing editor- 
ship of Nolan D. C. Lewis and the associate 
editorship of William S. Langford, testify 
to the high caliber of the publication. 

This is the third American journal devot- 
ing itself specifically to child psychiatry. In 
1941, Ernest Harms felt that the time was 
ripe for such a periodical; The Nervous 
Child, which he has founded and edits, has 
been one of the main depositories of im- 
portant current literature in the field, in the 
form of symposia on a considerable variety 
of topics. In 1947, the Journal of Child 
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Psychiatry made its first appearance, also 
under the editorship of Ernest Harms. 
Articles dealing with clinical experience, 
research, and theory concerning child psy- 
chiatry are also being published in the pages 
of the leading psychiatric and pediatric 
journals. The American Journal of Ortho- 
psychiatry, dedicated to the wide area of 
“human behavior,” offers in every volume a 
rich assortment of articles dealing with child 
psychiatry. All this points to an unprec- 
edented expansion of professional interest 
in, and occupation with, the psychology and 
psychopathology of infancy and childhood, 
to which the new journal is certain to make 
significant contributions. 
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NEWS AND NOTES 


Dr. BalILuie 
what is undoubtedly a North American rec- 
ord in military neurology and psychiatry 
Dr. William Baillie retired as of June 30, 
1950, as chief of the neuropsychiatric ser- 
vice at Sunnybrook Hospital, Toronto. This 
great institution is the main diagnostic, treat- 
ment, and rehabilitation center for the Do- 
minion of Canada, and is operated by the 
Department of Veterans Affairs. 

A veteran of World War I, and returned 
from overseas as medically unfit, Dr. Baillie 
was placed in charge of the military neuro- 
psychiatric service in Toronto in December 
1917. This service was early expanded under 
his direction as a division of Christie Street 
Hospital, the key veterans hospital for the 
Dominion. Here he continued as chief of 
neuropsychiatry until the new Sunnybrook 
Hospital was ready and transferred his divi- 
sion to that institution in September 1946. 

Dr. Baillie’s record therefore consists of 
33 years continuously as chief of neuropsy- 
chiatry in the succession of key hospitals for 
veterans in the Dominion. During this long 
period, which spans the years of one genera- 
tion, to him have been referred the difficult 
diagnostic problems that have arisen among 
soldiers both during training in Canada and 
when invalided from overseas service. Since 
1923 he has been referee consultant to the 
Board of Pension Commissioners of Canada, 
his judgment in all contentious cases being 
accepted as final. Dr. Baillie was first to use 
malaria treatment of neurosyphilis in Can- 
ada. During World War II he conducted 
training courses in neuropsychiatry for medi- 
cal officers entering the armed services. 

A feature of Dr. Baillie’s work deserving 
special mention relates to the nonpension- 
ability of psychoneurotic patients. The pen- 
sions act of Canada provides that cases of 
functional nervous disorder are not pension- 
able. A review in 1938 of all neurosis cases 
dealt with in the Toronto area up to that time 
showed that not more than 2.5% had been 
placed on pension. Of all cases from World 
War II adjudicated at the Toronto center 


probably less than one-half of 1% have been 
pensioned. Of 1,500 veterans of World War 
II under Dr. Baillie’s care at a special neu- 
rosis center in the Toronto area only one was 
in receipt of pension. 

The reaction of neurotic patients among 
veterans is based on the question of morale, 
to which Dr. Baillie has given special atten- 
tion. He discussed the matter of pension 
with the men in groups with the result that 
in one group of 150, for example, only 3 ex- 
pressed the idea that they should be awarded 
a pension. As Dr. Baillie puts it, “One of 
these was a schizophrenic, the second was a 
malingerer, and the third was sitting in the 
next seat.” 

The record of this medical officer is unique 
in another respect. He developed a toxic 
myocarditis overseas in 1917; he suffered 3 
coronary attacks during 1928-29, permitting 
himself only 5 weeks altogether off duty. In 
1948 he had a posterior cerebral thrombosis 
with right hemianopsia and returned to duty 
after only 6 weeks’ absence. Such minimal 
periods for convalescence are not ordinarily 
recommended to persons with cardiovascular 
lesions. 

Dr. Baillie has been one of Canada’s most 
valuable public servants and one of the dis- 
abled veterans’ best friends. His conduct of 
the chief neuropsychiatric services for vet- 
erans in the Dominion during a third of a 
century deserves the highest commendation. 
His soldierly spirit which would accept no 
defeat in spite of serious physical handicaps 
made the record of his long and invaluable 
service possible. 

Following retirement from the Depart- 
ment of Veterans Affairs he has not retired 
but has assumed a new, greatly needed, and 
difficult position as consultant in psychiatry 
and neurology to the Workmen’s Compensa- 
tion Board of Ontario. 


ASSOCIATION OF MILITARY SURGEONS.— 
The 1950 convention of this organization 


will take place Nov. 9-11, 1950, at the Hotel 
Statler, New York City. The program will 
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deal with civil defense, the defense role of 
the physician, aviation medicine, rehabilita- 
tion, military medicine, surgery, sanitation, 
and discussions on the use of the newest 
therapeutic and prophylactic agents in emer- 
gency conditions. 

The convention has been organized to pro- 
vide section meetings for dental, nursing, 
veterinary, and other specialty groups. Sev- 
eral of the sessions will be directed to the 
problems of the Medical Reserve. 

General chairman is Dr. Robert H. Ken- 
nedy, Col. (M.C.) A.U.S., 115 E. 61st St., 
New York 21. 


New York STATE EXAMINATION FOR 
SENIOR PsyCHIATRIST.—With over 100 va- 
cancies at present in the various institutions 
in New York’s Department of Mental Hy- 
giene and Department of Correction, an ex- 
amination for Senior Psychiatrist will take 
place on Dec. 16, 1950. Candidates need not 
be residents of New York State nor, except 
for positions with the Department of Cor- 
rection, citizens of the United States. 

Last date for filing application is Nov. 15. 
There is an application fee of $5.00. Appli- 
cants must be graduates of approved medical 
schools and eligible to enter examination for 
license to practice medicine in New York 
State. In addition they must have completed 
a satisfactory interneship of one year (or 
nine months accelerated interneship if served 
during the war period) and two years of 
satisfactory experience in psychiatry in an 
approved hospital; or alternatively a satis- 
factory equivalent combination of the fore- 
going training and experience. 

Application forms may be obtained by call- 
ing in person at a local office of the New 
York State Employment Service, or by writ- 
ing to the N. Y. State Department of Civil 
Service, State Office Building, Albany 1, or 
Room 2301, 270 Broadway, New York 7. 


U.S.P.H.S. EXAMINATIONS FOR Psy- 
CHOLOGISTS.—A competitive examination for 
appointment of Scientists (Psychologist) to 
the Regular Corps of the United States Pub- 
lic Health Service will be held on Dec. 11, 12, 
and 13, 1950, at a number of points through- 


out the United States. Applications must be 
received no later than Nov. 13. 

Appointments will be made in the grades 
of Assistant Scientist (equivalent to the 
Army rank of First Lieutenant) and Senior 
Assistant Scientist (equivalent to Captain). 
Appointments are permanent and provide op- 
portunities for qualified psychologists to pur- 
sue their profession as a life career in the 
Service. The coming examinations will be 
primarily for clinical psychologists, broadly 
defined, and successful applicants will be as- 
signed to positions involving research, diag- 
nosis, and therapy. 

Requirements, in addition to United States 
citizenship, for the 2 grades of Assistant and 
Senior Assistant, are at least 7 years and 10 
years, respectively, of educational training 
and professional experience subsequent to 
high school, including receipt of the doctor’s 
degree in psychology from a university of 
recognized standing. 

Application forms may be obtained by 
writing to the Surgeon General, U.S.P.H.S., 
Federal Security Agency, Washington 25, 
D. C., Attention: Division of Commissioned 
Officers. 


NursE Mentat HEALTH CONSULTANT. 
—The National Organization for Public 
Health Nursing, Inc., has issued reprints of 
an article of this title, published originally in 
Public Health Nursing, October, 1949. The 
article is concerned with the functions and 
recommended qualifications of the nurse 
mental health consultant. Free copies are ob- 
tainable from the National Organization for 
Public Health Nursing, 1790 Broadway, 
New York 109, N. Y. 


Dr. BARTEMEIER VIsiITs E1reE.—Serving 
as a medical consultant from the World 
Health Organization to the Government of 
Eire, Dr. Leo H. Bartemeier spent one 
month last summer in that country, advising 
regarding the establishment of psychiatric 
services for children. He was later a delegate 
of The American Psychiatric Association 
and of the American Psychoanalytic Associa- 
tion to the Third Annual Meeting of the 
World Federation of Mental Health, in 
Paris. 
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FUNCTIONAL LOCALIZATION IN RELATION TO FRON- 
TAL Lopotomy. By John F. Fulton, M.D. 
(Oxford University Press, 1949.) 


This book is a review of the anatomy of the 
frontal lobes and the cerebellum with a summary 
of the experimental work on the functions of these 
important brain centers. The importance of the 
frontal lobes in the treatment of certain mental 
disorders by prefrontal lobotomy is well described. 

The author divides the frontal lobe into 4 histo- 
logical parts: the precentral motor cortex, pre- 
frontal area, orbital gyrus, and the anterior cingu- 
late gyrus. 

As he stated previously, spasticity is an affair 
of the premotor area and the extrapyramidal sys- 
tem, rather than of the true motor cortex. There 
has been found experimentally in both the motor 
and premotor areas small zones, or bands, that 
seem to have a suppressor effect on certain mus- 
cular contractions. It is suggested that pathologi- 
cal processes that destroy these suppressor areas 
might release epileptogenic stimuli, thus having 
something to do with epilepsy. 

The 3 main divisions of prefrontal lobes are the 
frontal areas, the orbital, and the anterior cingulate 
gyri. They have connections with subcortical cen- 
ters, as the anterior thalamus dorsal medial nucleus 
of the thalamus, and other hypothalamic nuclei. 
In the frontal area is located an autonomic innerva- 
tion center for the eye giving the so-called “waken- 
ing and sleeping” reaction. Likewise, the intestinal 
tract has an autonomic representation in these 
areas as has been shown by experimental work. 

As an introduction to prefrontal lobotomy for 
certain mental disorders, Fulton remarked on the 
Becky and Lucy operations, the two chimpanzees 
who had the prefrontal lobes removed bilaterally. 
This caused certain changes in the animal’s per- 
sonality resulting in a lack of worry for failure of 
carrying out certain test problems. 

Dr. Moniz initiated the operative procedure on 
the prefrontal lobes for the relief of mental dis- 
orders. His operation was a blind procedure and 
it was first performed in this country by Freeman 
and Watts. The open operation was first done by 
Lyerly, and was later elaborated on by Poppen. 
The lobotomy operation brings about a change in 
certain mood states and tends to relieve nervous 
and vascular hypertension. The author is not cer- 
tain whether it is more important to interrupt the 
fibres from the prefrontal areas, the orbital gyri, 
or the cingulate gyri. The operation of topectomy 
and other procedures for excision of certain spe- 
cific areas may produce less change in the personal- 
ity, but they have no advantage over the lobotomy 
procedure in relieving the patient’s symptoms. The 
latter procedure is much less formidable. 

An increased interest has occurred recently in 
the functional localization in the cerebellum, and 


increased experimental work on the cerebellum is 
being done. It was brought out that there is an 
inhibitory action of the anterior cerebellum on the 
motor system. The influence of the flocculonodular 
lobe on motion sickness was described. Removal 
of this lobe would seem to relieve the tendency for 
motion sickness. In the neo-cerebellum of the 
posterior lobe, nothing new was brought out. The 
experimental work tends to confirm the previous 
findings of incoordination of voluntary movement 
associated with a pronounced degree of hypotonia. 
J. G. Lyerty, M. D., 
Jacksonville, Fla. 


New Hope For THE HANDICAPPED. By Howard A. 
Rusk, M.D., and Eugene A. Taylor. With a 
foreword by Bernard M. Baruch. (New York: 
Harper & Bros. 1949.) 


The authors do not need any introduction, being 
pioneers in the field of rehabilitation of the aged, 
the chronically ill, and the physically handicapped. 
Although this very well-written book is apparently 
intended for the interested layman, for the handi- 
capped and his family, and for those primarily 
concerned with the social aspects and the vocational 
prospects in chronic illness, the physician who is 
interested in this field will find a great deal of 
valuable information and throught-provoking state- 
ments. Here the positive aspects are being brought 
out; thinking in terms of ability rather than of 
disability is encouraged; and the importance of 
evaluating the whole man rather than the dis- 
ease and the training to independence are stressed. 

The optimism of the authors is refreshing and 
the enthusiasm is to be expected as part of the 
pioneering spirit, but it may deceive one who at- 
tempts this type of work if he is led to believe 
that there are no difficulties to be encountered by 
lack of cooperation, psychological disturbances, and 
social difficulties, problems that interfere with the 
rehabilitation program. The importance of motiva- 
tion is being stressed, but the solution of psycho- 
logical and social problems is relegated to secondary 
importance. This is not substantiated by the ex- 
perience of many physicians who work in this 
field. 

One finds in this book a great deal of interesting 
and valuable statistical material, ideas as to com- 
munity planning in rehabilitation, the stressing of 
full schedules for the handicapped, and similar 
important material. Some repetitions are probably 
unavoidable and tend to bring out in a greater de- 
gree the importance of certain aspects. An interest- 
ing discussion of our present pension system in 
accident compensation and in veteran cases adds to 
the value of the book. The statement of the Asso- 
ciation of Casualty and Surety Executives favoring 
employment of the handicapped and statistics about 


391 


v. 
be 
les 
he 
ior 
| 
he 
be 
dly 
as- 
ag- 
ates 
nd 
10 
ing 
to 
or’s 
of 
by 
25; 
yned 
|| 


BOOK REVIEWS 


| Nov. 


comparison of absenteeism of handicapped and 
“normals” will tend to dispel certain misconceptions 
in these fields. One would have wished to hear a 
few constructive ideas about the particularly diffi- 
cult field of vocational adjustment of epileptics. 

In summary it can be stated that Rusk’s and 
Taylor’s book gives a good account of what has 
been accomplished but, which is perhaps more 
important, stresses particularly what has not yet 
been done and what can be done in medical and in 
community planning in the fields of the handicapped 
and the aged. “Tomorrow’s problem is a chal- 
lenge to all of us.” 

Benepict Nacter, M. D., 
Veterans Administration Hospital, 
Richmond, Va. 


Procress IN NEUROLOGY AND Psycuiatry. Edited 
by E. A. Spiegel, M.D. (Grune and Stratton, 
New York, 1949.) 


The 1949 annual review of progress in neurology 
and psychiatry lives up to the high standards of 
previous years. 

The contributors are some 67 specialists review- 
ing the basic sciences, neurology, neurosurgery, and 
psychiatry, with 34 chapters devoted to every 
aspect of these subjects and the ancillary sciences. 
The writers do not confine themselves to sum- 
marizing the advances but give critical assessments 
where they feel such are indicated. There is a 
most extensive coverage of the latest work with 
references included at the end of each chapter; 
e.g., for general neurophysiology alone, the results 
of 226 papers published in the preceding 12 months 
are reported and assessed. 

Dr. Spiegel in his preface states, “The editing 
of an annual review faces one with two perplexing 
problems: to present as complete a picture of 
recent developments as possible within a space re- 
stricted by ever rising publication costs, and to 
offer a balanced picture in which each discipline is 
afforded a fair representation.” Dr. Spiegel and 
the contributors have succeeded in their task of pro- 
ducing another volume of this series most useful 
to both the practitioner and research worker in 
these rapidly advancing fields. 

J. G. Dewan, M.D., 
University of Toronto. 


Horizons 1n Mepicat Epucation. By 
Jean A. Curran, M. D., and Eleanor Cockerill. 
(New York: Commonwealth Fund, 1948.) 


The survey of medical-social teaching, of which 
this book is the formal report, found origin in a 
symposium at the 1938 meeting of the Association 
of American Medical Colleges on “Home Visits by 
Medical Students as a Teaching Asset.” One year 
later the American Association of Medical Social 
Workers published a report on “The Participation 
of Medical Social Workers in the Teaching of 
Medical Students,” the result of a 10-year study. 
The 1941 meeting of the Association of American 
Medical Colleges published a report showing (1) 
reduction in readmission of chronic cases, (2) im- 


provement in diagnosis and treatment, and (3) 
better orientation of the medical student, all as a 
result of planned medical-social teaching. By 1942 
a subcommittee of this association was given full 
committee status for further investigation of this 
area, and the American Association of Medical 
Social Workers was asked to join the committee. 
The survey covers the years 1945-46, war-time cur- 
tailment of many teaching programs as well as of 
committee members’ activities having caused the 
delay. Visits were made to 13 medical colleges, 
which involved observation of the teaching program 
as well as interviews with professors and instruc- 
tors, and letters of inquiry were returned by 61 
medical colleges in the United States and in Canada. 

The committee’s basic assumptoms were proved 
by the survey to be wholly accepted and at least 
partially in operation at visited medical schools. 
Their assumptions were as follows: 

1. That 3 major factors of illness—physical, emo- 
tional, and social—are so closely interwoven they 
must be considered together. 

2. That the medical student should learn to rec- 
ognize and accept responsibility for social factors 
in each case. 

The change in the philosophy of medical teach- 
ing from considering the patient as a total individ- 
ual to considering the patient as a total individual 
and as a member of social groups is apparent in 
this report. 

The orientation of the student to his whole medi- 
cal course was investigated. Various teaching 
methods including seminars and clinics have been 
used to correlate clinical medicine with the teach- 
ing of the basic sciences. The age-old question of 
preclinical students, namely, “When do we see a 
patient?” is becoming obsolete with the newer 
orientation procedures. In bringing clinical aspects 
of medicine into the preclinical years, participants 
have pointed out social and environmental factors, 
and the feeling has been that first impressions of 
the practice of “total” medicine have been vivid 
and lasting. It was interesting to note only one 
college has a prerequisite in the social sciences 
(and that requisite only 4 hours). The introduc- 
tion of social aspects of medicine in preclinical 
years as one of the interrelated basic sciences was 
stressed. The correlation of socio-economic fea- 
tures with teaching in anatomy, surgery, pathology, 
and other fields is discussed and examples are 
quoted of the adroit introduction of such factors 
into the basic science demonstrations and labora- 
tories. Teaching of attitudes and skills in inter- 
viewing, history-taking, recording, and teamwork 
with other professional groups was also emphasized. 
The early training of the student inability to work 
closely with consultants on various professional 
levels is a much needed thing. Failure in this 
ability has long been a problem at the postgraduate 
training level. With increasing cultural mobility 
we all are relying more on teamwork therapy. 
Problems involving omnipotence on the part of the 
physician may well be modified or aborted by suchf 
training. 

Much of the book is devoted to the details of 
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existing methods of teaching, including history out- 
lines, clinical opportunities for medical-social teach- 
ing, and numerous excellent examples of case study 
projects done by students in the third and/or fourth 
years. Exemplifying the benefits students obtain 
from well-planned medical-social teaching is the 
following excerpt from a project report. “Ques- 
tioning revealed that the mother had not carried 
out instructions, although she had been supplied 
with the necessary implements. The mother was 
more or less threatened by the doctor in charge and 
told not to bring the patient back unless she could 
carry out instructions. It was at this point that a 
medical student, upon questioning the mother fur- 
ther, found that there might be valid reasons for 
the mother’s not carrying out instructions and we 
asked the medical social worker in on the case.” 
Continuity of contact between the student and his 
project family was noted to be of great importance. 
One medical college not observed in this study now 
regards continuity of such import that it is to be 
a 4-year project under an autonomous department 
of social and environmental medicine. 

An excellent bibliography on the history of the 
teaching of social and environmental aspects in 
medicine appears at the back of the book together 
with general references. It is a book of interest and 
importance to all medical educators. 

Warren H. WAtkKeR, M.D., 
Colorado Psychopathic Hospital. 


THe PsYCHOLOGICAL ORIGIN AND TREATMENT OF 
Enuresis. By Stevenson Smith, Ph.D. (Se- 
attle; University of Washington Press, 1948.) 


This is a 70-page manual for parents of enuretics. 
It has grown out of the experience of the author 
as director of the Institute of Child Development 
of Washington and of the Children’s Clinic which 
he set up in 1911. It is based on some thousands of 
cases of enuresis. With this background and a sur- 
vey of the literature, Dr. Smith presents a compre- 
hensive study of enuresis in easy-to-read language. 
Two main concepts are put forth. The first is 
that the emotional climate in the home, particularly 
in the person of the parents, has much to do with 
the production and continuation of enuresis in 
children. The second is the principle of condition- 
ing in producing and undoing enuresis. 

There is an excellent discussion of this first 
concept with informative examples of how parents 
can unwittingly encourage the very habit that they 
seek to correct. However, the reviewer feels that 
the author errs seriously in his advice to parents 
to cure themselves before they attempt to cure 
Junior. He speaks of “until you have radically 
changed yourself” and “get rid of your moralistic 
attitude and become realistic and objective” and 
“be interesting.” Objective tests in the form of 
questions to see to what extent parents have 
changed is given. These include among others: 
“Can you forget the unpaid bills and go to sleep?” 
“Is Junior letting you in on his secrets?,” and “Do 
you love Junior in a nice reflective way?” It would 
appear that the author expects more in the way of 


change by self-cure than parents ordinarily achieve 
in guidance clinics with the help of a therapist. It 
is all too easy for an author to overlook the limita- 
tions of a person to cure himself. 

The discussion of methods of conditioning of 
children against enuresis is intriguing because of 
the ingenuity of the methods employed. One won- 
ders about the advisability of using the devices 
described when child guidance is available. 

In general, this manual would appear to be of 
value in enlightening harassed parents on the sub- 
ject of enuresis and informing them what not to do. 
As a guide to self-therapy on the part of parents 
and as a “how to cure” manual, its value is dubious. 

Henry Musnick, M.D., 
Judge Baker Guidance Center, 
Boston, Mass. 


MopERN PRACTICE IN PsYCHOLOGICAL MEDICINE, 
1949. Edited by J. R. Rees, M. D. (New York: 
Paul B. Hoeber, Inc. 1949.) 


This volume, the work of many hands, is de- 
signed to orient the medical student and the gen- 
eral practitioner in the philosophy, principles, and 
methods of modern psychiatry. While eschewing 
the more complex and technical aspects of the 
specialty, it offers a comprehensive review of facts 
and trends, of considerable interest to all medical 
men. The editor, Dr. J. R. Rees, has done an 
admirable job of defining the objectives of the sym- 
posium, selecting contributors, and arranging topics 
in logical sequence as well as with reference to 
their relative importance to the medical student. 

The far-flung horizons of psychiatry are im- 
plicit in this book’s coverage, ranging as it does 
from the concept of health itself to medico-legal 
aspects of psychiatry. In the first chapter Dr. 
Brock Chisholm, Director-General of the World 
Health Organization, submits that health is “a state 
of complete physical, mental and social well-being, 
and not merely the absence of disease or infirmity.” 
This is the definition adopted by the World Health 
Organization in its Constitution. Dr. Chisholm 
makes a daring analysis of the factors in early life 
that may be damaging and distorting and recom- 
mends, in the interests of health, cultural changes 
of considerable magnitude. He is, as usual, eloquent 
and persuasive. However, one is not completely 
certain that psychiatry is equipped at present to 
pass such judgment. Its traditional problems are 
still largely unsolved so that a premature venture 
into broader fields is a risky business. However, 
this is a direction in which psychiatry may be ex- 
pected to move eventually, more and more, so that 
feasible goals should be subject to careful thought 
throughout the ranks of psychiatry. 

A series of chapters in normal, abnormal, and 
clinical psychology precedes a diversified survey of 
psychiatric knowledge and techniques in the various 
areas of mental and behavioral disorder in children 
and adults. As usually happens in a book of mul- 
tiple authorship, some material overlaps; but on the 
whole, repetition is held to a minimum in the 
numerous chapters dealing with basic psychiatry. 
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There follows a précis of physical methods of 
treatment, by Dr. E. Cunningham Dax, and a 
splendid chapter on psychotherapy by Dr. J. R. 
Rees, giving a timely reminder of the too fre- 
quently forgotten goal of medicine—“guérir quel- 
quefois, soulager souvent, consoler toujours.” The 
importance of the general psychotherapeutic atti- 
tude is directly and implicitly shown in this section, 
and the possibilities and limitations of the various 
psychotherapeutic tools—persuasion, suggestion, 
and the exploratory or analytical methods—are well 
delineated. 

Dr. T. F. Main, Medical Director of the Cassel 
Hospital for Functional Nervous Disorders in 
England, has written the chapter on industrial 
stress and psychiatric illness, incorporating lessons 
from recent British experience in the field. This 
contribution offers many useful clues to the diagno- 
sis and disposition of cases of mental illness in 
which vocational difficulties play a role. The book 
closes with chapters on medical and psychiatric so- 
cial work, a résumé of medicolegal procedures in 
Great Britain, Eire, and the United States of 
America, and an appendix giving the brief classifi- 
cation of psychiatric illness developed for the 
British Army. 

The case of psychiatry is, on the whole, pre- 
sented in excellent perspective in this volume. An- 
swering the purpose which Dr. Rees had in view, 
it is a good reference work in psychiatry for the 
medical student and the general physician. 


TEXTBOOK OF NEUROPATHOLOGY. By Ben W. Licht- 
enstein, M.S., M.D. (Philadelphia: W. B. 
Saunders, Co., 1949.) 


This textbook of 474 pages with 279 photomi- 
crographs was written, according to the preface, 
for “the medical student and for those training in 
neurology, psychiatry, pathology and neurological 
surgery.” It serves its purpose. 

The subjects, for the most part, are taken up 
briefly. Inaccuracies are only rarely found. The 
reviewer, who studied pellagra intensively, disa- 
grees with the description of the neuropathology of 
this disease. The author does not make clear the 
character of the cerebral changes. The author’s 
description of “primary disease of nerve cells” is 
indefinite and nondescriptive. In the reviewer's 
opinion an axonal chromatolysis has been the rule 
in the brain, in substantiation of Adolf Meyer’s 
descriptive term of “central neuritis” for a similar 
process in involutional depressions. In the cord the 
most severe changes are not in “Clarke’s columns” 
as the author claims, but an axonal chromatolysis 
of the ventral horn cells. 

For the most part the illustrations are well 
chosen and the only general criticism is that they 
are too small. An occasional illustration is non- 
contributory, as, ¢.g., Fig. 57, to illustrate “retro- 
grade degeneration of motor nerve cells, secondary 
to congenital absence of the abdominal muscula- 
ture.” This picture is too small to show details 
and it does not appear to illustrate “retrograde 


degeneration.” In the reviewer’s opinion the lack 
of embryonic development of the abdominal mus- 
culature is in keeping with the ventral horn cell] 
absence shown in this illustration. 

There are 2 chapters in this book not usually 
found in textbooks on neuropathology, and which 
are valuable. The first is a clinical supplement of 
16 pages and a bibliography of 113 references. In- 
cluded here is a brief description of the most com- 
mon neurologic syndromes, beginning with Adies 
syndrome and ending with Westphal-Striimpell 
pseudosclerosis. 

The second additional chapter is a neuroanatomi- 
cal supplement to “serve as an aid in orientation.” 
In this chapter one finds pictures and descriptions 
of the most important levels of the brain stem and 
cerebrum with about 30 references. The technical 
supplement is the usual one found in books on 
neuropathology giving the approved methods of 
preparation of gross specimens, fixation, and stain- 
ing techniques. 

This book should be of interest to those special- 
izing in neurology, neuropathology, and general 
pathology. For the beginning student in neuro- 
pathology it is a helpful guide into the mysteries 
of the basic changes occurring in organic diseases 
of the nervous system. 

N. W. WINKELMAN, M. D., 
Philadelphia, Pa. 


PEDIGREES OF NegGRO FAmitigs. By R. Ruggles 
Gates. (Philadelphia: Blakiston Company, 
1949. ) 


As a supplement to his 2-volume work “Human 
Genetics” (Macmillan, 1946) Dr. Gates’ 1949 study 
adds an impressive amount of new material toward 
the time when pedigrees from all races can be 
numerous enough for statistical evaluation of in- 
heritance patterns. The present data were gathered 
by students (and by the author) chiefly from the 
United States, and are presented painstakingly and 
succinctly with proper caution where necessary. 
Spuhler (Science, 111: 96, 1950) stresses that 35 
out of the 218 pedigrees describe inheritance of 
several traits. And in 5 cases the data are plentiful 
enough for preliminary statistical treatment (poly- 
dactyly, color biindness, baldness, allergy, and musi- 
cal ability). 

Dr. Gates covers pedigrees not only on such 
deviant conditions as myopia, strabismus, deaf- 
mutism, lack of sweat-glands, brachydactyly, hy- 
pospadias, hemophilia, tuberculosis, and epilepsy, 
but also on many normal traits. These include the 
blood groups (a small and selected sample), taste- 
blindness, pigmentation in racial hybrids, and body 
size. The pedigrees of mental and nervous abili- 
ties and diseases are particularly important in 
showing the interactions of biologic factors with 
the difficult social challenges of the Negro. And 
there is no evidence here of divergence from the 
white race. The suggestion that skin color may be 
controlled by additive effects of genes at only 3 
different loci is plausible, though unproved with- 
out more data. But the suggestions on the possible 
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pleiotropic effects of pigment and body build genes 
on temperament are still mainly in the area of 
speculation. 

One may criticize such oversimplifying as omits 
any real outline of multiple factor and pleiotropic 
effects, linkage, penetrance, and the general con- 
cept of the gene as a potential and highly modifiable 
physiological force. The calculation of a 9:0 F: 
ratio as a large deviation from a 6.75 expectation 
(3:1 ratio) where both parents showed the trait 
(dominant polydactyly) appears to be an arithmeti- 
cal error. 

But though aimed at a wide audience the book 
is not written to draw conclusions. And these are 
irrelevant criticisms in view of the increasing im- 
portance of this kind of data to all investigators in 
social biology and medicine. 

J. Lawrence ANGEL, Pu. D., 
Jefferson Medical College, 
Philadelphia, Pa. 


Tue Eye anp Its Diseases. Edited by Conrad 
Berens, M.D. Second Edition. (Philadelphia : 
W. B. Saunders Co., 1950. Price $16.00.) 


This is the second edition of a book first pub- 
lished 13 years ago. It is of the type in which 
each chapter has been contributed by a recognized 
authority on the subject matter. The considerable 
advances that have taken place in the interval since 
the first publication have been well and adequately 
recorded. This has resulted in changes in 2 dif- 
ferent directions; the shortening of some chapters 
and the addition of others. Thus, the introduction 
of antibiotics having happily caused a decrease in 
the prevalence of trachoma, less space is required 
for the section dealing with this disease; whereas, 
the notable addition of gonioscopy to the armamen- 
tarium of the ophthalmologist finds reflection in a 
chapter on this subject. The chapters on the physi- 
ology and biochemistry of the eye keep the reader 
abreast of our knowledge in this constantly chang- 
ing field, while articles on tonometry, biomicros- 
copy, aniseikonia, orthoptic training, neuro-opthal- 
mology, plastic surgery, and medical jurisprudence 
attest the scope of this work. 

Using the format of 2 columns to the page, there 
are over 400 illustrations, a useful bibliography, 
and an excellent index. Although the appeal of 
this book is primarily to the practising ophthal- 
mologist who will find it a worthwhile addition to 
his library, it will also prove to be a useful work 
of reference for physicians in allied specialities. 

T. Harotp Hopcson, M. D., 
Toronto, Canada. 


FAMILIES UNDER STRESS: ADJUSTMENT TO THE 
Crises OF WAR SEPARATION AND REUNION. 
By Reuben Hill. (New York: Harper and 
Brothers, 1949. Price: $4.50.) 


“How is it that some families adjust well and 
others poorly to crises they experience in com- 
mon?” In an attempt to answer this question the 
tesearch professor in family life in The Institute 
for Research in the Social Sciences at the Univer- 
sity of North Carolina describes an intensive study 


of the effects of war separation and reunion on 
135 lowa families. Detailed interviews were com- 
bined with questionnaires in this attempt to deter- 
mine the factors that affect the patterns of family 
adjustment to separation and reunion, and to assess 
findings of other studies dealing with family crises. 

Questionnaires included the Burgess-Cottrell 
marital adjustment test, the modified Thurstone 
psychoneurotic inventory, a test for adjustment to 
separation, and a test for adjustment to reunion, 
these last 2 constructed by the author. Limited 
funds, migration, refusal to cooperate, and lack of 
confidence in the results obtained by one of the 
interviewers reduced the original sample of 820 
families to the 135 families actually included in 
the study. Finding that these families were dis- 
proportionately drawn from urban counties and 
from the poorer sections of their communities, with 
only 15 families having upper or upper-middle 
social status, Professor Hill properly emphasizes 
the hazards involved in extending his conclusions 
to all families. 

Good adjustment to the crisis of separation in- 
volved “. . . . closing of ranks, shifting of respon- 
sibilities and activities of the father to other mem- 
bers, continuing the family routines, maintaining 
husband-wife and father-child relationships by cor- 
respondence and visits, utilizing the resources, rela- 
tives, and neighbors, and carrying on plans for the 
reunion” (p. 82). Good adjustment to reunion in- 
volved “.... the attainment of a working dy- 
namic equilibrium in which reorganization of rdéles 
into complementary patterns has been satisfactorily 
completed, duties and responsibilities have been 
reallocated, and the emotional strains and stresses 
of readjustment have not left serious scars on 
family relations” (p. 97). Poor adjustments were 
made by those families “. . . . who were unable to 
reorganize to meet the demands of the new situa- 
tions, or who suffered extreme emotional malad- 
justment or nervous breakdown” (p. 84). 

Persons who are interested in studies of the fam- 
ily in particular or in studies of human behavior in 
general will find 2 particularly valuable contribu- 
tions in Families under Stress. In the first place, 
Professor Hill attacks his problem with commenda- 
ble versatility and objectivity. With indefatiguable 
persistence he subjects his tentative findings to a 
variety of tests, and with courageous fortitude he 
modifies his biases (toward “democratic” family 
organization, for example) when the findings fail 
to support them. Devotees of facile generalizations 
about human behavior will find little comfort in 
this study, because it is an admirable exposition of 
the complexities of the variables involved. A sec- 
ond welcome contribution is found in the compari- 
son between the findings of this study and the con- 
clusions reached by authors of other studies. The 
areas in which his own findings corroborate, or fail 
to corroborate, conclusions of earlier studies are 
outlined (pp. 324-328) in a fashion that makes the 
expression, “This study paves the way for further 
research,” a reality rather than a platitude. 

A. H. Hosss, Px. D., 
University of Pennsylvania. 
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Nevuro.ocy. Fourth Edition. By Roy R. Grinker 
and Paul C. Bucy. (Springfield: Charles C. 
Thomas, 1949.) 


The completed, revised, and reset fourth edition 
of this basic treatise in neurology, formerly by 
Grinker with a chapter on brain tumors by Bucy 
and now written in collaboration with Bucy, is a 
welcome addition to modern neurological literature. 
It is with some regret that we see the deletion of 
the first 4 chapters dealing with embryological, 
anatomicophysiological, and pathological founda- 
tions of neurology, but we find bits and pieces of 
such material distributed throughout the book. An 
attempt has been made to bring this material up to 
date but selection has been poor and uncritical for 
the most part. In this respect it is evident that 
Grinker’s admitted deviation toward psychiatry has 
impaired his treatment of the recent advances in 
the neurological sciences, though improving his 
treatment of neuropsychiatric aspects of nervous 
disease. For example the large amount of new in- 
formation concerning injuries and regeneration of 
peripheral nerves and improved methods of exami- 
nation in nerve lesions and in neuromuscular dis- 
eases has been omitted. Presentation of electro- 
encephalography, which appears scattered through- 
out the book with some good and some very bad 
illustrations, gives a very inadequate, often in- 
accurate, and quite incoherent account of the prac- 
tical and theoretical significance of this method 
of examination. The chapter on intracranial tumors 
(117 pages) is particularly well done from both 
the clinical and neuropathological points of view, 
and a coherent account of cerebro-vascular dis- 
eases is given. 

The chapter on epilepsy was badly in need of 
revision but one fails to find it brought up to date. 
It is still just as confusing with the same ex- 
tremely poor EEG illustrations that were consid- 
ered inexcusably poor, even in the third edition 
(1944). One even finds the “petit mal” attack 
identified with a minor attack of any form and 
grand mal with a major attack when petit mal is 
now generally considered to be a very special form 
of seizure characterized by brief sudden lapse of 
consciousness with bilaterally synchronous wave 
and spike discharge in the EEG. Various points 
of view are expressed but in a manner that must 
give the student a very incoherent view of epilepsy. 

The chapter on the motor system has undergone 
some revision, but we still find the cortical “sup- 
pressor” areas or strips playing a role in explana- 
tion given of disorders of the motor system, when 
these areas are now of doubtful existence and func- 
tion even in animals and have not been shown 
to be of definite functional importance in man. The 
chapter on the cerebrum has undergone consid- 
erable revision and improvement, especially the 
section on the temporal lobe, the frontal lobe, and 
in the treatment of aphasia. 

In spite of the above criticisms, this fourth edition 
of “Neurology,” is a valuable source book based 
upon the very extensive clinical experience of its 
authors in neurology, psychiatry, neuropathology, 


and neurosurgery and is replete with sound clini- 
cal judgment in these fields. The full collabora- 
tion of Bucy is evident in improvements in this 
edition, though perhaps a more coherent “system” 
of neurology could have been achieved by single 
authorship. 


HERBERT H. JAsper, M.D., 
Montreal Neurological Institute, 
COUNSELING AND DIscIPLINE. By E. G. William- 
son and J. D. Foley. (New York: McGraw- 


Hill Book Co., 1949.) 


Over the past several decades the idea has con- 
sistently grown that schools and colleges are more, 
far more, than places of scholarship. Their basic 
function “is to make men fit for the world,” not 
alone through training of the mind, but also of 
the student as a human being. 

The purpose of this book is to present that broad 
aspect, so the authors say. In developing their 
theme, however, they seem to be more concerned 
with the student as a student in a university, but 
not with him in a broader sense. They emphasize 
“the social context of the school and collegiate way 
of life.” 

It was disappointing to the reviewer that scant 
attention was given to the inner, personal factors 
of a student’s life, to his type of personality, early 
home life, and extracurricular associations. Coun- 
seling and disciplining should take the environment 
into consideration, but not to the exclusion of the 
deeper, inner forces that help to make the student 
what he is. 

L. E. Hrnsie, M. D., 
New York City. 


THE PHILOSOPHY OF THORSTEIN VEBLEN. By 
Stanley Matthew Daugert. (New York: King’s 


Crown Press, 1950.) 


This is an unpretentious little book, but it makes 
a contribution of first importance to the understand- 
ing of Thorstein Veblen. It investigates a side o 
Veblen’s thought which, surprisingly enough, has 
been almost entirely neglected in other studies of 
his work. As the title indicates, the book is con- 
cerned with Veblen’s philosophy, and, in the space 
of 4 succinct but highly illuminating chapters, the 
author discloses the basic philosophic assumptions 
underlying most of Veblen’s thinking in the fields 
of social and economic theory. Mr. Daugert re 
minds us that Veblen’s academic training, both a 
an undergraduate and graduate student, had beet 
in philosophy; that his most significant early pub 
lications were on technical subjects in philosophy; 
and he goes on to show that the fundamental it- 
sights into the nature of man and society for whic 
Veblen is famous are primarily the fruits of cef- 
tain philosophic points of view. In the first 2 


chapters, Veblen’s analysis of Kant and Herbert 
Spencer is outlined with a view to showing how 
he arrived at his own “guiding principles,” suc 
as his teleological notion of “adaptation” as a re 
vised version of Kant’s regulative principle of rea 
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son; and his notion of “cumulative causation” as 
a special form of Spencer’s evolutionary doctrine. 
In the third chapter, we are given an incisive 
account of the determining factors in Veblen’s 
conception of human nature; and in the last chap- 
ter, the author examines Veblen’s theory of knowl- 
edge and science in relation to the pragmatism of 
C. S. Peirce, William James, and John Dewey. In 
these chapters Mr. Daugert succeeds in disclosing 
a number of radical philosophic dualisms, implicit 
in the foundations of Veblen’s thinking, which ap- 
pear to remain unresolved. These dualisms call 
for a more extensive and critical investigation than 
is here undertaken, and doubtless before lonz such 
an investigation will be forthcoming. But to 
Mr. Daugert goes the credit for first exploring this 
reach of Veblen’s thought and for showing that 
an awareness of its questionable assumptions and 
implications is essential to any sound grasp of the 
significance of Veblen’s work as a whole. 
G. Eptson, Pu. D., 
Department of Ethics, 
University of Toronto. 


A Vittace CuoseE Procress. By Robert 
Redfield. (Chicago: University of Chicago 
Press, 1950. Price $2.75.) 


In 1931 Dr. Robert Redfield, an anthropologist, 
spent some time in Chan Kom, a small Indian 
settlement in Yucatan. There he studied the cul- 
ture of this small community, still largely un- 
touched by civilization. A book describing the cul- 
ture, written in collaboration with Alfonso Villa 
Rojas, “Chan Kom: A Maya Village,” was pub- 
lished in 1934. Seventeen years after his first visit 
Dr. Redfield returned to Chan Kom to observe 
whatever changes had been brought about by the 
unsteady trickle of civilization into Chan Kom. 
Dr. Redfield’s stay was too brief for his observa- 
tions to have more than an impressionistic value. 
Thus understood his comments on change and lack 
of it in Chan Kom serve to throw a little light 
on the processes of human adaptation and adjust- 
ment. 

ASHLEY Montacu, Pu.D., 
Rutgers University. 


EPILEPSY AND CONVULSIVE DisorpDeRS IN CHIL- 
DREN. By Edward M. Bridge, M.D. (New 
York: McGraw-Hill Book Company, Inc., 
1949. Price: $8.50.). 


This book represents a comprehensive review of 
the convulsive disorders in children. It deals with 
these from many points of view, including factors 
responsible for convulsions, the manifestations of 
convulsions, diagnostic procedures, and the de- 
tails of management. It is particularly authoritative 
since it represents data derived from the study of 
alarge number of patients at the clinic for convul- 
sive disorders at the Johns Hopkins Hospital. 
There are included valuable tables indicating the 
telative frequency of various causes and complica- 
tions of convulsions. 


The book has merit for several reasons. In the 
first place, the author has not fallen into the error 
of dealing with epilepsy as a disease, but has em- 
phasized from the beginning that each case must be 
evaluated on the basis of those factors responsible 
for convulsions in that particular individual. The 
author has not permitted himself to be limited to 
any one point of view in respect to etiology, and has 
dealt with each factor that may be responsible for 
convulsions from an unbiased and comprehensive 
viewpoint. In the sections dealing with treatment 
he has not contented himself with generalizations, 
but gives details of drug therapy, dietary therapy, 
and the psychological assistance of patients suffer- 
ing from convulsive disorders. 

The book is well written and should find a wide 
usefulness for an unusually diverse group of indi- 
viduals, varying from the layman who desires to 
study a readable presentation of this condition to 
the specialists who may have occasion to use it 
as a reference text. 

RicHarp L. Mastanp, M. D., 
Bowman Gray School of Medicine. 


Psycuop1aGnosis, An Introduction to Tests in 
the Clinical Practice of Psychodynamics. By 
Saul Rosenzweig, Ph. D., with the collabora- 
tion of Kate Levine Kogan, Ph.D. (New 
York: Grune & Stratton, 1949.) 


Within recent years the clinical psychologist is 
beginning to assume a role of increasing importance 
in psychiatric practice. As new techniques, espe- 
cially in the projective field, have developed, the 
well-trained psychologist can offer more help than 
ever before in diagnosis and understanding of the 
psychodynamics of human behavior and personality. 
What the psychiatrist expects is not merely a test 
result expressed in IQ or technical Rorschach ra- 
tios, but rather a diagnostic evaluation of the total 
personality, an appraisal of the character struc- 
ture, and an estimate of the prognosis as revealed 
by specific test procedures. This should be more 
than a mere laboratory report. Rather it should 
be an additional opinion from an expert who is 
professionally competent to render it. 

In this volume an effort is made to present a 
comprehensive survey of psychodiagnostic pro- 
cedures in such a way as to be comprehensible to 
the young psychiatrist in training, the medical 
student, nurse, social worker, occupational therapist, 
etc. Test procedures of general intelligence, such 
as the Stanford-Binet, Wechsler-Bellevue; mea- 
sures of intellectual deviation, such as the Shipley- 
Hartford Retreat Scale for measuring intellectual 
impairment, Vigotsky, and object sorting tests; 
vocational aptitude and interest tests, such as the 
Strong Vocational Interest Test; personality in- 
ventories, such as the Bernreuter and the Minne- 
sota Multiphasic; and projective methods, such as 
the Rorschach, Thematic Apperception, and the 
Rosenzweig Picture-Frustration Study, are pre- 
sented. Illustrative protocols of special cases are 
given for each procedure, and are accompanied by 
interpretations, conclusions, and often recommenda- 
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tions for further treatment when indicated. The 
diagnostic value and limitations of each of the 
diagnostic tools as used in real life situations are 
adequately emphasized. 

After stressing the importance of using a battery 
of tests to obtain a thoroughly well-rounded study 
of an individual, the author describes the “process 
of psychodiagnostic integration” and interpretation 
by illustrating this concept with several detailed 
case reports. The author, of necessity, was limited 
by space from including many tests, such as the 
Bender Gestalt or the Szondi. He may be con- 
gratulated, however, on providing an authoritative 
reference for students, written in comparatively 
untechnical language, in an understanding fashion 
and easily understood. 

ALEXANDER Simon, M. D., 
Langley-Porter Clinic. 


Les Tests MENTAUX EN PsycuHiaTRIE. By Pierre 
Pichot. (Paris: Presses Universitaires de 
France, 1949.) 


This work can be considered an elementary guide 
to the practical applications of mental tests in psy- 
chiatry. A second volume dealing with their utili- 
zation in the diagnosis and prognosis of mental ill- 
ness will be forthcoming. 

The author claims in his introduction to “have 
described at length the tests of conceptual thinking, 
scales of mental deterioration, and all the tests on 
the study of noncognitive personality.” 

The organization of the book is creditable. The 
238 paper-bound pages are divided into 2 parts. The 
first part, “The Tests of Efficiency,” is comprised 
of 3 chapters on the quantitative and qualitative 
tests of efficiency and their relationship. The sec- 
ond part includes chapters on “The Analytical 
Tests of Personality” (1.e., tests of character, tem- 
perament, interests, etc.) and the projective tech- 
niques. 

Although a concise discussion of the tests of 
conceptual thinking and of development is offered, 
there is a dearth of descriptive material on the 
analytical tests and projective techniques. The 
author often makes general remarks without in- 
cluding sufficient detail to convey a complete and 
clear understanding of these proceedures. A more 
extended exposition of the measurements and scor- 
ing would improve the text. 

One might differ with the author as to the 
amount of space allotted for various test procedures 
and as to the choice of illustrations. For example, 
an equal number of pages is devoted to the Ror- 
schach and the Szondi tests, and furthermore 2 
plates on the latter are included and none on the 
much more widely employed inkblots. 


Completeness of the bibliography has been sac- 
rificed for brevity, the more general sources only 
being listed. However, the alphabetical list and 
index of distributors ‘of the 140 tests cited is 
useful. 

In general, more of the author’s original thinking 
in his critical evaluations would have been wel- 
come. While the book is apparently not written 
for the expert, the neophyte could, at times, profit 
by fuller information. 

Since the book is one of the first of its type in 
French it may prove useful to the non-English- 
reading student. For those reading English, more 
satisfactory one-volume descriptive and critical 
works on the mental tests in psychiatry have ap- 
peared in that language. 

M. Bernarp Hecnut, M.D., 
Boston Psychopathic Hospital. 


PsycuIatrist Looks at TUBERCULOsIS. By 
Eric A. Wittkower, M.D. (London: Na- 
tional Association for the Prevention of Tuber- 
culosis, 1949.) 


This book should be welcomed by all those en- 
gaged in any phase of tuberculosis work and de- 
serves a place in the library of every tuberculosis 
worker. 

The introduction, written by Dr. John Richman, 
stresses the importance of the first approach to 
the patient of the physician in the chest clinic or 
sanatorium in order that the patient may receive a 
proper perspective of the whole situation. 

The author brings out the varying reactions of 
the patient on being informed he has tuberculosis, 
reactions that are so often overlooked by physicians. 
The importance of the first patient-physician con- 
tact must be apparent to all who are familiar with 
the complex problems facing most patients. 

It is unfortunate that there is a tendency on the 
part of some sanatoria personnel to forget that 
the patient is a person, not just a case, with the 
result that time is not given to listen with patience 
to many of the patient’s problems, which to him 
are of primary importance, thus unquestionably in- 
creasing the number of irregular discharges from 
sanatorium. 

The case histories quoted speak for themselves 
and bring out various reasons for incorrigibility 
not infrequently encountered. 

The author does not overlook the social and eco 
nomic factors as they affect all aspects of the 
disease. 

I have no hesitation in endorsing this book. 

G. C. Brink, M.B. 
Ontario Department of Health. 
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IN MEMORIAM 


C. CHARLES BURLINGAME, M.D. 


1885-1950 


It was with distress that I heard of the 
sudden death, in England, of Charles Bur- 
lingame. I had just returned from London 
and wished I could have known of his illness 
that I might have seen him before his second 
coronary attack. I have lost a good friend. 
As the years went by we grew closer together 
and more understanding of each other, in 
closer sympathy regarding the many prob- 
lems of psychiatry and their intimate rela- 
tionship with the problems of physical and 
neurological medicine. 

He was a man with a large view and 
expressed his position in clear, vigorous, and 
courageous words: altogether a foe of the 
small scholastic mind. He was a forthright, 
dynamic man and a reliable citizen. For 
years he did good things for poor people. 
I asked his help to take care of many doctors 
and their families ; I never got a denial from 
him in any one of them. Always he was the 
ready man, ready with quick energy and 
sound virtue. He did more than most good 
men to make the world better and help people 
around him who had been sorely hit. 

It is hard to think of Charles Burlingame 
as no longer living ; he lived so intensely that 
some men of lower voltage could not keep pace 
with him. Thirty years ago they used to say 
of Lloyd George that he had “intuition”—a 
sixth sense. This was nonsense. Lloyd 
George had no extra sense but he had a 
mind so speedy that people around him often 
could not see the stations he passed through 
so quickly, to reach his decision. So with 
Charles Burlingame. I found him delightful 
to talk to and his bonhomie was exhilarating 
and uplifting to the spirit, and his advice 
and willingness to apply it were a great 
help in time of trouble. 

I used to chaff him about being “just 
naturally a hypomanic” and the list of his 
activities lends some authority for the little 
joke. 

He was psychiatrist-in-chief of the Insti- 
tute of Living in Hartford, Connecticut, at 


the time of his death. This hospital was 
one of the first three mental hospitals in 
the country. Charles Burlingame was its 
guiding spirit from 1931 to 1950, during 
which time of depression and crisis the In- 
stitute grew from having 157 beds to a 
population of 436. He was responsible there 
for the development of important programs 
of educational therapy and made large prog- 
ress in a growing research department. He 
carried out successfully every month the 
making of the “Digest of Neurology and 
Psychiatry,” which was sent to over 19,000 
people and libraries throughout the world. 

In this year he became president-elect of 
the Connecticut State Medical Society, hav- 
ing served on its Council and on many 
committees for that organization. 

He was associate editor of the AMERICAN 
JouRNAL OF PsycuiaTry. He was the chair- 
man of the American Psychiatric Associa- 
tion’s Section on Mental Hospitals. He was 
in frequent demand as a lecturer for the Mas- 
sachusetts Department of Mental Health. 
Active and interested in the nation-wide care 
of former soldiers, he was attending neuro- 
psychiatrist in the Veterans Administration 
Commission in Connecticut and a consultant 
in psychiatry to a great many hospitals in 
that state. He was recently made chairman 
of the Deans’ Committee of the U. S. Vet- 
erans Hospital in Northampton, Massachu- 
setts. For many years he was chairman of 
the Salmon Committee for Psychiatry of the 
New York Academy of Medicine. In that 
capacity he organized the Salmon Lectures 
and contributed not only acting as chairman 
and giving this lectureship its guidance, but 
always made a point of entertaining the 
lecturer of the year, and the lecturer’s 
friends. The willing horse had every kind 
of burden placed under his collar : consultant 
to the New York Police Department ; chair- 
man of the Committee to Govern Licensing 
of Practicing Psychologists ; and every other 
worthy commission and committee for the 
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improvement of the mentally ill. He served 
as chairman of the American Board of the 
American Hospital in Paris and was an Of- 
ficer of the French Legion of Honour. Had 
he lived he would have headed the Section 
on Psychosurgery and Rehabilitation for the 
International Congress of Psychiatry in 
Paris, September, 1950. He was made an 
Honorary Member of the Royal Medico- 
Psychological Association just before his 
death. It was in England that he sustained 
his fatal illness as a delegate to this Asso- 
ciation. He was Advisor-in-Chief of the 
Indian Psychotherapeutical Society and an 
Honorary Member of the Indian Psychiatric 
Society. He served as consultant in psychi- 
atry in many South American and European 
countries. 

This sweep of Charles Burlingame’s ac- 
tivities can be seen by his membership in a 
large number of medical societies and by 
the fact that from 1915 to 1921 he was the 
first full-time psychiatrist in industry. He 
spoke on industrial psychiatry throughout 
the country and assisted hugely in the ac- 
tivities of the Industrial College of the 


Armed Forces. From 1921 to 1928 he was 
Executive Officer of the Joint Administra- 
tive Board of the Columbia University— 
Presbyterian Hospital Medical Center, and 
credit for much of the success 
of this giant enterprise and organizational 


received 


project. 
In the First World War he acted as 
Lieutenant Colonel of the U. S. Medical 


Corps, and in the Second World War he 
was Expert Consultant in Psychiatry to the 
Secretary of War and was attached to the 
Inspector General’s Office. 

Altogether Charles Burlingame was a man 
cut on the large scale. His endowment with 
energy was entirely exceptional. He knew 
what he meant and he said what he meant. 
There was no shilly-shally about him and 
he was avid for new ideas in the advance in 
psychiatric medicine. He spent himself in 
furthering knowledge every day of his life. 
He died much too early and he sought 
knowledge in medicine while he gave kind- 
ness and solicitude. 

Foster Kennepy, M. D., D.Sc. 
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